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CITY OF AUSTIN TV“ 02431303

APPLICATION TO BOARD OF ADJUSTMENT
GENERAL VARIANCE/PARKING VARIANCE

WARNING: Filing of this appeal stops all affected construction activity.

PLEASE: APPLICATION BMUST BE TYPED WITH ALL REQUESTE
NFORMATION COMPLETED.

_:x!

STREET ADDRESS: 9415 ¢wnail Meadow Drive

LEGAL DESCRIPTION: Subdivision—' _.City of Austin Travis County,Texas

Lot(s)___¢ Block__p ___ Outlot Division

VWe_ Mr.and Mrs. Velez on behalf of myself/fourselves as authorized agent for

affirm that on s

hereby apply for a hearing before the Board of Adjustment for consideration to:
(check appropriate items below)

__ ERECT___ATTACH __ COMPLETE __ REMODEL
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NOTE: The Board must determine the existence of, sufficiency of and weight of evidence
supporting the findings described below. Therefore, you must complete each of the applicable
Findings Statements as part of your application. Failure to do so may result in your application
being rejected as incomplete. Please attach any additional support documents.
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If you need assistance completing this application {general inquires only) please contact Susan
Walker, 974-2202; 505 Barton Springs Road, 2 Floor (One Texas Center).

CASE# ~
ROW #

CITY OF AUSTIN
APPLICATION TO BOARD OF ADJUSTMENT
GENERAL V ARIANCEIP ARKING VARIANCE

WARNING: Filing of this appeal stops all affected construction activity.

PLEASE: APPLICATION MUST BE TYPED WITH ALL REQUESTED
INFORMATION COMPLETED.

STREET ADDRESS:

LEGAL DESCRIPTION: Subdivision- City of Austin Travis County, Texas

Lot(s) 6 .Block. D Outlot, Division B
[1We on behalf of myself lours elves as authorized agent for
affinnthmon

hereby apply for a hearing before the Board of Adjustment for consideration to:

{check appropriate items below)

ERECT  ATTACH COMPLETE REMODEL @
o uuﬁ) oS ue Cey loo

ina district.

—(zoning district)

NOTE: The Board must determine the existence of, sufficiency of and weight of evidence
supporting the findings described below. Therefore, you must complete each of the applicable
Findings Statements as part of your application. Failure to do 50 may resuit in your application
being rejected as incomplete. Please attach any additional support documents.



VARIANCE FI' J1M7S: I contend that my entitleme ~to *""* requested variance is
based on the rilov .g findings (sec page 5 of applic. n for explanation of
findings):

REASONABLE USE:

1. The zoning regulations applicable to the property do not allow for a reasonable use
because:

Because they need to know the problem that we have inside

our property.

HARDSHIP:

2. (a)The hardship for which the variance is requested is unique to the property in that:

It is upnique to our property,because it is a medical problem

of allergies.

(b) The hardship is not general to the area in which the property is located because:

Becauge the problem is that the owner of the property suffers

of multiple allergies which includes grass and dirt.

AREA CHARACTER:

3. The variance will not alter the character of the area adjacent to the property, will not
impair the use of adjacent conforming property, and will not impair the purpose of the
regulations of the zoning district in which the property is located because:

Because the variance is a porcion of concrete that we put

imside our property and does not affect our neighbors.

~PARKING: (Additional criteria for parking variances only.)

Request for-a_parking variance requires the Board to make additional findings. The

Board may ;ra;n%ﬁan to a regulation prescribed Section 479 of Chapter 25-6 with

respect to the number of off-streg ing spaces or loading facilities required if it makes

findings of fact that the following additional circymstances also apply:

1. Neither present nor anticipated future traffic vo enerated by the use of the site
or the uses of sites in the vicinity reasonable require stric iteral interpretation and
enforcement of the specific regulation because:




public streets - sv-".a manner as to interfere with ™ frr— flow of traffic of the
streets b&cause: ' :

3. The granting of this variance will not créate a safety hazard or any other condition
inconsistent with the objectives of this Ordinand

4. The variance will run with the use or uses to which it pertains and shall nd with
the site because:

NOTE: The Board cannot grant a variance that would provide the applicant with a special
privilege not enjoyed by others similarly situated or potentially similarly situated.

APPLICANT CERTIFICATE - 1 affirm that my statements contained in the complete
application are true and correct to the best of my knowledge and belief.

o

Signed ] s

P :,'://j//// Mail Address_9415 Quail Meadow Drive
T -/
City, State & Zip Austin Texas 78758

Printed //:j;/ﬂ/za //,{42 Phone{512)923-854"4ate 5 /7/2010

OWNERS CERTIFICATE — 1 affirm that my statements contained in the complete application
are true and correct to the best of my knowledge and belief.

Signed 7”7/ //;/ Mail Add
igned - e i al ress 9415 Quail Meadow Drive

City, State & Zip _ Austin Texas 78758

Printed ééf‘ﬁ, o %&a Phone (512)923-854% . 5/7/2010
agan
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BOARD OF ADJUSTMENTS

ZONING CASE#: C15-2010-0055
ADDRESS: 9415 QUAIL MEADOW DR

GRID: L31
MANAGER: 5. WALKER

SUBJECT TRACT

L . . ZONING BOUNDARY

This map has been produced by the Communications Technology Management Dept. an behalf of the
Planning Development Review Dept. for the scle purpose of geographic reference. No warranty is made by

the City of Austin regarding specific accuracy or compleleness.
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THE OTOLOGY GROUP OF TEXAS

WESLEY W. O. KRUEGER, M.D., F.A.CS. KENDAL L. STEWART, M.D.
BRIANP, PERRY, M.D. JAMES V. KEMPER, JR., M.D.
4410 Medical Drive, Suite 340 6818 Austin Center Blvd., Suite 103
San Antonio, TX 78229 Austin, Texas 78731
(210) 615-3695 (512) 338-9840
(210) 615-3699 Fax {512) 338-0863 Fax

Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704.

Date of Visit: 1/2/2002.

Age: 43.

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: New patient consultation.

Referring Physician: Santiago A. Zamora, M.D., 104 Robert T. Martinez JR. St., Austin, Texas
78702-4534.

Chief Complaint: Aural fullness. Headache Frontal Vertigo, Dizziness, Tinnitus,
Dysequilibrium, and Imbalance. Post Nasal Drip, nasal congested, itchy, watery eyes, Fatigue,
Headaches, Otalgia. Sore Throat. Cough and seasonal Allergies.

Dizziness History: The patient describes acute vertigo spells lasting less than 20 seconds
with positional changes. The patient presents with complaints of recurrent, acute spells of
dizziness or vertigo, acute onset of dizziness, intermittant spells of vertigo or dizziness, gradual
progression of increasing instability, with associated hearing loss and with associated tinnitus.
The length of the very first episode of vertigo was days in duration. The problem first began 1.5
years ago. The patient's dizziness is described as intermittant, general disorientation, a spinning
sensation, a "foggy"headed sensation, falling to the right, general instability, staggering,
lightheadedness, a sensation of weakness"in my legs", feeling off balance and a sensation of
dizziness "in my head". The patient describes having having an infection immediately prior to
the initial onset of the dizzy symptoms. The episodes are severe and incapacitating and
disabling with the patient being bed ridden for days. The last episode of imbalance/vertigo
occurred a few days ago. The symptoms are made worse by darkness, placing right ear down,
riding in a car, getting out of bed, infections, allergy seasons or allergy attacks, driving at night,
stress, increased activity, bending over, looking up, rapid head movements, complicated or
active visual patterns/stimuli, exercise and rolling over in bed. The patient has a past history of
chancre sores, fever blisters and chicken pox. The patient complains of continuous tinnitus,
difficulty hearing in background noise, aural fullness, hearing loss and otalgia associated with
their symptoms. The patient has had 0 falls in the past year. The patient also has a history of
anxiety. The patient describes no infections as a child. The patient describes being very
balanced between attacks or spells. Additional symptom(s) include short term memory loss,
difficulty concentrating, an inability to focus on a task, difficulty reading, vomiting, nausea, back
pain, stress, recurrent posterior cervical headaches, hearing loss, increased anxiety, visual
changes, tinnitis and fatigue. The patient has no complaints of head trauma, recent UR/,
syncope, otorrhea and fluctuating hearing loss. The patient has never suffered a concussional
head injury. The patient has seen 2 doctors prior to this appointrment for this problem. CT
negative in June 2001.

OTOLOGY/NEURGTOLOGY + EAR AND RELATED SKULL BASE STRUCTURES + HEARING AND BALANCE DISORDERS



Patient Name: VELEZ, VIRGINIA Page 2
Chart #: 6704

DOB: 1/31/1958

Date of Visit: 1/2/2002

Imbalance History: The patient describes associated hearing loss, vertigo, tinnitus, fullness of
the ears, short term memory loss, difficulty with concentration, anxiety and increase in
clumsiness with the onset of their imbalance.

Hearing History: The hearing loss is best described as a mufiled sensation to hearing and and
worse in the left ear. The patient presents today with complaints of chronic, progressive hearing
loss and a recent, acute loss of hearing in the left ear. The patient describes associated tinnitus
which is fluctuating, worse in quiet environments and high frequency.

Allergy History: The patient describes a history of seasonal exacerbation of allergies. The
major symptoms include post nasal drip, sneezing, nasal congestion, nasal drainage, itchy
nose, itchy ears, itchy, watery eyes and frontal sinus pressure. The patient currently complains
of trouble sleeping and fatigue.

Past Surgical History: Tubal ligation.

Past Medical History: Non-contributory.

Past Social History: The patient describes difficulty sleeping. Non smoker. Alcohol: denjes
use of alcohol. Marital Status: Married.

Family Medical History: Patient's father is deceased. The patient's father has a medical
history of insulin dependent diabetes mellitus and arteroscelortic cardiovascular disease. The
patient's mother has a medical history of oral and diet controlled diabetes. The patient's
sibling(s) have a history of diabetes mellitus. Patients sister has been diagnosed with MS.

Allergies: No known drug allergies.

Current Medications: Meclizine. Prednisone 10mg one tablet daily. Penicillin VK 500mg. BID.
Cortisporin otic suspension drops BID.

Review of Systems: Active. Generally healthy. Weight loss of 12 #. The patient is a good
historian.

ROS Head and Eyes: Patient complains of moderately severe dizzines, it has been present for
the last 6 days and Patient's recently developed dizziness. Complains fo watering of the left
eye, itis intermittent and it is moderate. Vision can best be described as diminished and patient
wears corrective lenses. Patient states that she experienced the sensation of a bright light in her
left eye, lasting approximately seven minutes. Patient also states that she had a severe
headache following visua! problems. Headache was located in the fronial and cervical area.
ROS Ears Nose and Throat: Allergic symptoms: headaches, fullness in throat, nasal
congestion, runny nose, itchy, watery eyes and Sneezing.. TINNITUS: Complains of tinnitus on
the left side and for the last 1.5 year(s).

ROS Respiratory: Denies any cough, chest pain or shortness of breath.

ROS Cardiovascular: Denies any chest pain, palpitation or lightheadedness.

ROS Gynecological: The patient denies any present or past gynecological problems.

ROS Musculoskeletal:

Complains of right knee.

ROS Extremities: The patient denies any extremities complaints.

ROS Skin: Denies rashes, pruritis, lesions, or bruising.

ROS Gastrointestinal: Patient denies any nausea, vomiting, abdominal pain, dysphagia or any
altered bowel movements,

ROS Genitourinary: Denies any genito-urinary complaints.

Examination: The patient was awake, alert and conversant. No acute distress noticed.



Patient Name: VELEZ, VIRGINIA Page 3
Chart#: 6704

DOB: 1/31/1958

Date of Visit: 1/2/2002

Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EOM intact; no
nystagmus. Exam Ears: Pinnae are normal. Microscopic exam of the ears revealed normal
external canals, normal tympanic membranes and normal middle ear spaces bilaterally. Exam
Nose: The intranasal exam revealed a reasonably mid-line septum, mild, boggy edema of the
turbinates and no evidence of polyps or purulence.

Exam Nose: The nasal mucosa showed irritation and significantly hyperemia. The exam
revealed hypertrophied turbinates.

Exam Oropharynx: The palatine tonsils are with pustules, cryptic with debris and inflammed
with marked erythema. Pharynx:erythemetous and pharyngitis.

Tests: The discrimination of the left ear of 100 % at 10 dB above threshold. The discrimination
of the right ear at 90 dB or greater was 100 %. The discrimination of the left ear at 90 dB aor
greater was 80 %. The tympanograms showed a type A pattern in both ears.
Audio/Vestibular Tests: COG testing reveal a right sided, posterior and anterior abnormal
pattern.

Impression / Diagnosis: Endolymphatic Hydrops (386.00) viral based, currently with
acute exacerbation and left .  Endolympahtic hydrops is a condition characterized by a fluid
(endolymph) imbalance of the inner ear. Symptoms can include intermittant fullness, intermittant
tinnitus, fluctuating hearing and intermittent spells of dizziness/vertigo or imbalance. Imbalance
(781.2) moderate and severe A sensation of instability which can be constant with
intermittant worsening. Secondary symptoms may include cognitive dysfunction, short term
memory loss, concentration difficulties, inability to "focus" Fatigue (780.73) . Allergic Rhinitis
(477.80)- Commonly known as "allergies” or "sinus". . Tonsillitis:.

Medication Prescribed: Valtrex 500 mg po BID. Valium 2 mg #20 Sig: g 6 hours prn severe
dizziness.

Plan: The patient will receive 1cc of Celestone and 2cc Depomedrol. Continue Valtrex at
current dosage for 12 weeks. Recommend patient receive a testosterone, progesterone, thyroid,
estrogen and Somatedin c level within the next few days for possible pituitary dysfunction.
Symptoms suggestive of sluggish hypothalamic/pituitary response or possible herpetic
involvment of the pituitary axis.

Plan: Recomment subdermal skin testing to airborne antigens. Skin testing in 6weeks.

Follow-up Instructions: Follow-up with doctor in 1 week(s). Audiometry, acoustic reflex and
OAE with fol[owup visit Vestibular Autorotatio : ST"ﬂn gturn visit. Platform posturography with

concerned over side effecis. Pat:e T O 1 week.

Physician's Signature: _

Il a5



THE OTOLOGY GROUP OF TEXAS

WESLEY W. O. KRUEGER, M.DD., F.A.C.S. KENDAL L. STEWART, M.D.
BRIANP, PERRY, M.D. JAMES V. KEMPER, JR., M.D,
4410 Medical Drive, Suite 340 6818 Austin Center Blvd., Suite 105
San Antonio, TX 78229 Austin, Texas 78731
(210) 615-3695 (512) 338-9840
{210) 615-3699 Fax {512) 338-0363 Fax

Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704.

Date of Visit: 1/7/2002.

Age: 43.

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Chief Complaint: Vertigo and imbalance.

History of Present lliness: The patient is currently being treated at The Otology Group of
Texas for Endolymphatic Hydrops, Allergic Rhinitis, Chronic imbalance and a peripheral based
vertigo,.

Dizziness History: Denied any further dizzy spelis.

Imbalance History: Reports imbalance w/ position changes.

Allergy History: The patient currently complains of no significant allergy symptoms.

Past Surgical History: Tubal ligation.

Past Medical History: Non-contributory.

Past Social History: The patient describes difficulty sleeping. Non smoker. Alcohol; denies
use of alcohol. Marital Status: Married.

Allergies: No known drug allergies.

Current Medications: Prednisone 10mg one tablet daily, Valtrex 500 hid, Valium 2 mg prn.
Patient has finished her PVK.

ROS Head and Eyes: "Continues w/ a left sided temporal headache and pressure at the left
ear. Reports feeling much improved.

ROS Ears Nose and Throat: States feeling tender at the left ionsillar node but denied sore
throat , fever, or any allergy symptoms.

Examination: The patient was awake, alert and conversant. No acute distress noticed.

Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EOM intact; no
nystagmus. Exam Ears: Pinnae are normal. Microscopic exam of the ears revealed normal
external canals, normal tympanic membranes and normal middle ear spaces bilaterally. Exam
Neurologic: Neurological examination reveals that the cranial nerves [l to XIl are WNL.
Cerebellar {esting reveals no drift, no dysmetria, no dysdiadochokinesia. Motor system does
not reveal any focal weakness. Strength is good in all muscle groups. Gait is narrow based with
good pace. Exam Skin: Normal turgor and elasticity; no significant skin lesions. Exam
Respiratory: Chest symmetrical, normal, breath sounds equal, bilateral symmetrical, no rales
or rhonchi and ne dullness o percussion.

OTOLOGY/NEUROTOLOGY * EAR AND RELATED SKULL BASE STRUCTURES * HEARING AND BALANCE DISORDERS



Patient Name: VELEZ, VIRGINIA Page2
Chart #: 6704

DOB: 1/31/1958

Date of Visit: 1/7/2002

Exam Nose: The nasal mucosa showed irritation and significantly hyperemia. The exam
revealed hypertrophied turbinates.

Exam Oropharynx: The palatine tonsils are with pustules on the left side. No visible erythema.
Exam Neck: Movable 2mm x2 mm node that is tender to palpation.

Tests: The discrimination scores are improving and in the left ear. The OAE reveals a
hyperacusic pattern with hydroptic low frequency drop bilaterally. The discrimination of the right
ear at 90 dB or greater was 100 %. The discrimination of the left ear at 90 dB or greater was 96
%. The acoustic reflexes were normal in both ears. The otoacoustic emissions revealed
decreased SPL levels in mid frequencies, low frequencies and both ears. OAEs show
signigicant improvement in recovery of response since the last visit.

Impression / Diagnosis: Endolymphatic Hydrops (386.00) viral based, currently with
acute exacerbation and left sided -improving. Endolympahtic hydrops is a condition
characterized by a fluid (endolymph) imbalance of the inner ear. Symptoms can include
intermittant fullness, intermittant tinnitus, fluctuating hearing and intermittent spells of
dizziness/vertigo or imbalance. Labryinthitis- improving . Imbalance (781.2) moderate and
severe A sensation of instability which can be constant with intermittant worsening.
Secondary symptoms may include cognitive dysfunction, short term memory loss, concentration
difficulties, inability to "focus”. Fatigue (780.79) . Allergic Rhinitis (477.80)- Commonly
known as "allergies™ or "sinus", . Tonsillitis-not recovered.

Medication Prescribed: Stop Prednisone and use Valium only prn "severe" dizzy symptoms,
Continue Valtrex at 500 mg bid.

Medication Prescribed:
Z-Pak #1 as directed for infection.

Plan: Continue Valtrex at current dosage for 12 weeks. Recommend patient receive a
Somatedin ¢ level within the next few days for possible pituitary dysfunction. Symptoms
suggestive of sluggish hypothalamic/pituitary response or possible herpetic involvment of the
pituitary axis. Will discuss allergy testing at the next visit.

Follow-up Instructions: Follow-up with doctor in 10 day(s). Audiometry, acoustic reflex and
OAE with followup visit. Vestibular Autorotation Test on return visit. Platform posturography with
followup visit. Patient instructed on possible complications of treatment and is to phone if
concerned over side effects. Have provided patient w/ an excuse to reirain from work until
1/14/02. She will call if not better. /

Hd ¢
A~ 7 - v/

Physician's/ NP Signature: D,é:ﬂﬂéj?tﬁ‘ﬂfﬂ:‘fﬂ"’&ﬁ\' ‘Belissa Zamora, FNP
w Jervised-by Keridal L. Stewart, M.D.

if: bd



THE OTOLOGY GROUP OF TEXAS

WESLEY W. O. KrUEGER, M.D., F.A.C.S. KENDAL L. STEWART, M.ID.
BRIANP. PERRY, M.D. JAMES V, KEMPER, JR., M.D.
4410 Medical Drive, Suite 340 6818 Austin Center Blvd., Saite 105
San Antonio, TX 78229 Austin, Texas 78731
(210} 615-3695 (512} 338-9840
(210) 615-3699 Fax {512) 338-0863 Fax

Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704.

Date of Visit: 1/16/2002.

Age: 43,

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Chief Complaint: Patient states that she resumed work on Monday and became very shakey
and was sent home. Patient continues to have intermittent floating sensation when looking up.

History of Present lliness: The patient is currently being treated at The Otology Group of
Texas for Endolymphatic Hydrops, Allergic Rhinitis, Chronic Imbalance and a peripheral based
vertigo,.

Dizziness History: The patient's dizziness is described as general disorientation, a
“foggy"headed sensation, lightheadedness and a sensation of dizziness "in my head". The
problem first began 3 days ago. The episodes are mild, but annoying.

Imbalance History: The patient describes minimal improvement in balance and a fluctuation of
symptoms.

Hearing History: The hearing loss is best described as a muffled sensation to hearing.
Allergy History: The patient currently complains of no significant allergy symptoms.

Past Surgical History: Tubal ligation.

Past Medical History: Non-contributory.,

Past Social History: The patient describes difficulty sleeping. Non smoker. Alcohol: denies
use of alcohol. Marital Status:; Married.

Allergies: No known drug allergies.
Current Medications: Valtrex 500 bid. Valium 2 mg prn.

Review of Systems: Aclive. Generally healthy. Weight loss of 12 #. The patient is a good
historian.

ROS Head and Eyes: Pressure with pain in the left eye.

ROS Respiratory: Denies any cough, chest pain or shortness of breath.

ROS Cardiovascular: Denies any chest pain, palpitation or lightheadedness.

ROS Gynecological: The patient denies any present or past gynecological problems.
ROS Musculoskeletal: The patient denies any musculoskeletal complaints.

ROS Extremities: The patient denies any extremities complaints.

ROS Gastrointestinal: Patient denies any nausea, vomiting, abdominal pain, dysphagia or any
altered bowel movements.

ROS Genitourinary: Denies any genito-urinary complaints.

OTOLOGY/NEUROTOLOGY * EAR AND RELATED SKULL BASE STRUCTURES * HEARING AND BALANCE DISORDERS



Patient Name: VELEZ, VIRGINIA Page 2
Chart #: 6704

DOB: 1/31/1958

Date of Visit: 1/16/2002

Examination: The patient was awake, alert and conversant. No acute distress noticed.
Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EOM intact; no
nystagmus. Exam Ears: Pinnae are normal. Microscopic exam of the ears revealed normal
external canals, normal tympanic membranes and normal middle ear spaces bilaterally. Exam
Nose: The intranasal exam revealed a reasonably mid-line septum, mild, boggy edema of the
turbinates and no evidence of polyps or puruience. Exam Oropharynx: The oral cavity was
without any lesions. The teeth were in reasonabte repair. The oropharynx was also normal
without any lesions. Exam Neck: Supple with full range of motion. There was no
lymphadenopathy, masses or thyromegaly.

Tests: Air 125 HZ: AS: 20 dB and AD: 20 dB. The patient received no testing today. Air 250
Hz: AS: 20 dB and AD: 20 dB. Air 500 Hz: AD: 15 dB and AS: 10 dB. Air 1000 Hz: AS: 15 dB
and AD: 10 dB. Air 2000 Hz: AS: 15 dB and AD: 10 dB. Air 4000 Hz: AS: 10 dB and AD: 15 dB.
Air 8000 Hz: AD: 10 dB and AS: 5 dB. The audiogram revealed improving pure tone fregencies
in mid tones, the low tones and Left ear.. The discrimination in the right ear was 100% at MCL.
The discrimination of the left ear was 100 % at MCL. The discrimination of the right ear at 80 dB
or greater was 100 %. The discrimination of the left ear at 90 dB or greater was 92 %. The
tympanograms showed a type A pattern in both ears. The otoacoustic emissions revealed
decreased SPL levels in low frequencies and both ears.

Audio/Vestibular Tests: The platform posturography shows an abnormal sway pattern in all
conditions with a SOT score of 52. Center of gravity was moderately scattered. COG testing
reveal a posterior and anterior abnormal pattern.

Impression / Diagnosis: Endolymphatic Hydrops (386.00) viral based, currently with
acufe exacerbation and left.  Endolympahtic hydrops is a condition characterized by a fluid
{endolymph) imbalance of the inner ear. Symptoms can include intermittant fuliness, intermittant
tinnitus, fluctuating hearing and intermittent spells of dizziness/vertigo or imbalance. Imbalance
(781.2) moderate and severe A sensation of instability which can be constant with
intermittant worsening. Secondary symptoms may include cognitive dysfunction, short term
memory loss, concentration difficulties, inability {o "focus”. Fatigue (780.79) . Allergic Rhinitis
(477.80)- Commonly known as "allergies” or "sinus". . Tonsillitis- recovered.

Medication Prescribed: Continue same meds as previously prescribed.
Follow-up Instructions: Follow-up with doctor in 4 week(s). Patient instrucied on possibie

complications of treatment and is to phone if concerned over side effects. Patient will be
returning to work on 1/28/02. ~

) Rt 4 |5
Physician's/NP Signature: itk {’?,W y Belissa Zamora, FNP
P A5 i$ed by Kendal L. Stewart, M.D.
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THE OTOLOGY GROUP OF TEXAS

WESLEY W, O, KRUEGER, M.D., ¥ A.C.S. KENDAL L. STEWART, M.D.
BRIAN P. PERRY, M.D. JAMES V. KEMPER, JR., M.D.
4410 Medical Drive, Suite 340 6818 Austin Center Bivd., Suite 103
San Antonio, TX 78229 Austin, Texas 78731
(210) 615-3655 (512) 338-9840
(210) 615-3699 Fax (512) 338-0863 Fax

Patient Name: VELEZ, VIRGINIA.,
Chart Number: 6704,

Date of Visit: 1/17/2002.

Age: 43.

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Plan: Patient to Receive and otolith repositioning by the physical therapist and followup with
therapist in 3 days.. Dix Hall pike during the office visit today indicates right sided Canalithiasis.
Treated succesfully w/ an Otolith. Patie;qt escorted home w/ a family member,
o
ENE TP o intf Y]
Physician's/NP Signature: ;_}uf‘}-»b%‘“ ST Helissa Zamora, fNP
i As sup%i;vised by Kendal L. Stewart, M.D.

OTOLOGY/NEUROTOLOGY * EAR AND RELATED SKULL BASE STRUCTURES * HEARING AND BALANCE DISORDERS



THE OTOLOGY GROUP OF TEXAS

WESLEY W. O. KRUEGER, M.D., F.A.C.S. KENDAL L. STEWART, M.D.
BRIAN P. PERRY, M.D, JAMES V., KEMPER, JR., M.D.
4410 Medical Drive, Suite 340 6818 Austin Center Blvd., Suite 105
San Antonio, TX 78229 Austin, Texas 78731
(210) 615-3695 {512) 338-9840
(210) 615-3699 Fax (512) 338-0863 Fax

Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704.

Date of Visit: 2/27/2002.

Age: 44,

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Chief Complaint: Continued minimal intermittent episode of dizziness with movement.

History of Present lliness: The patient is currently being treated at The Otology Group of
Texas for Endolymphatic Hydrops, Allergic Rhinitis, Chronic Imbalance and a peripheral based
vertigo,. Patient feels better but not 100%. Describes an intermittent residual imbalance.
Imbalance History: The patient describes significant improvement in balance.

Past Surgical History: Tubal ligation.

Past Medical History: Non-contributory.

Past Sccial History: The patient describes difficulty sieeping. Non smoker. Alcohol: denies
use of alcohol. Marital Status: Married.

Allergies: No known drug allergies.
Current Medications: No current medications.

Review of Systems: Generally healthy. Active. The patient is a good historian. The patient
reports a stable weight pattern.

ROS Head and Eyes: Denies vision changes, light sensitivity, blurred vision, or double vision.
ROS Ear, Nose and Throat: The patient denies any ear, nose or throat symptoms.

ROS Respiratory: Patient denies any respiratory complaints, such as cough, shortness of
breath, chest pain, wheezing, hemoptysis, etc.

ROS Cardiovascular: The patient has no history of cardiovascular symptoms, such as chest
pain, palpitation, lightheadedness, svncope, etc.

ROS Gastrointestinal: Patient denies any gastrointestinal symptoms, such as anorexia, weight
loss, dysphagia, nausea, vomiting, abdominal pain, abdominal distention, altered bowel
movements, diarrhea, constipation, rectal bleeding, hematochesia, e.

ROS Genitourinary: Patient denies any genito-urinary complaints, such as hematuria, dysuria,
frequency, urgency, hesitancy, nocturia, incontinence, etc.

ROS Gynecological: Denies any gynecological complaints, such as vaginal bleeding,
discharge, pain, stc.

ROS Musculoskeletal: The patient denies any past or present problems related to the
musculoskeletal system.

ROS Extremities: The patient denies any extremities complaints.

ROS Skin: Denies rashes, pruritis, lesions, bruising.
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DOB: 1/31/1958

Date of Visit: 2/27/2002

Examination: The patient was awake, alert and conversant. No acute distress noticed.

Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EOM intact; no
nystagmus. Exam Ears: Pinnae are normal. Microscopic exam of the ears revealed normal
external canals, normal tympanic membranes and normal middle ear spaces bilaterally. Exam
Nose: The infranasal exam revealed a reasonably mid-line septum, mild, boggy edema of the
turbinates and no evidence of polyps or purulence. Exam Oropharynx: The oral cavity was
without any lesions. The teeth were in reasonable repair. The oropharynx was also normal
without any lesions. Exam Skin: Normal turgor and elasticity; no significant skin lesions. Exam
Respiratory: Chest symmetrical, normal, breath sounds equal, bilateral symmetrical, no rales
or rhonchi and no duliness to percussion.

Tests: Air 125 HZ: AS: 15 dB and AD: 15 dB. Air 250 Hz: AS: 20 dB and AD: 10 dB. Air 500
Hz: AD: 15 dB and AS: 15 dB. Air 1000 Hz: AS: 15 dB and AD: 10 dB. Air 2000 Hz: AS: 15 dB
and AD: 15 dB. Air 4000 Hz: AS: 10 dB and AD: 15 dB. Air 8000 Hz: AD: 10 dB and AS: 15 dB.
The discrimination of the right ear at 90 dB or greater was 100 %. The discrimination of the left
ear at 80 dB or greater was 100 %. The tympanograms showed a type A pattern in both ears.
The otoacoustic emissions revealed decreased SPL levels in high frequencies and the right ear.
Audio/Vestibular Tests: The platform posturography showed an abnormal vestibular sway
pattern in conditions 5 and 6 with a SOT score of 80. COG testing reveal a right sided and
anterior abnormal pattern. The horizontal VAT exam revealed high abnormal gains.

Laboratory Tests: Somatomedin C 110. date 01/23/02.

Impression / Diagnosis: #1 Endolymphatic Hydrops (386.00) viral based, currently with acute
exacerbation and left —resolved. Endolympahtic hydrops is a condition characterized by a fluid
{(endolymph) imbalance of the inner ear. Symptoms can include intermittant fullness, intermittant
tinnitus, fluctuating hearing and intermittent spells of dizziness/vertigo or imbalance. #2
Imbalance (781.2) moderate and severe, with Benign Positional Vertigo, treated and patient
continues w/ a residual VOR abnormality requiring Vestibular Therapy. A sensation of instability
which can be constant with intermittant worsening. Secondary symptoms may include cognitive
dysfunction, short term memory loss, concentration difficulties, inability to "focus". #3Fatigue
(780.79), unresolved and addressed with the replacement of HGH. #4 Allergic Rhinitis (477.80)-
Commonly known as "allergies” or "sinus, if patient's dizziness recurs we will address allergy
testing. #5 Tonsillitis- recovered.

Plan: Instructed patient on the use of the antiviral for any future episodes of dizziness. She
verbalized understanding to use Valtrex prn and to call us if her dizziness does recur. Discussed
the value of growth hormone replacement in the repair of tissues and recommended she pursue
using Recom Maximum Strength Spray at 12 sprays per day for the duration of 3 months. !
have referred her to receive Vestibular Rehabilitation at Elite Physical Therapy.

Follow-up Instructions: Follow-up with doctor in 2 month(s). Audiometry, acoustic reflex and
OAE with followup visit. Vestibular Autorotation Test on return visit. Platform posturography with
followup visit. Patient instructed on possible complications of treatment and is to phone if
concerned over side effects.

- e N .
Physician's/NP Signature: ”p, LopZat oo | 5 Belissa Zamora, FNP

! ervr/bi Kendal L. Stewart, M.D,
/I: b3 e Il
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4410 Medical Drive, Suite 340 6818 Austin Center Blvd., Suite 105
San Antonio, TX 78229 Austin, Texas 78731
(210) 615-3693 {512) 338-9840
(210) 615-3699 Fax {512) 338-0863 Fax

Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704.

Date of Visit: 3/4/2002.

Age: 44,

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Chief Complaint: Dizziness.

History of Present lllness: The patient is currently being treated at The Otology Group of
Texas for Endolymphatic Hydrops, Allergic Rhinitis, Chronic Imbalance and a peripheral based
vertigo. Patient presents w/ a new onset of severe dizziness yesterday after awakening.
Dizziness History: The patient is currently taking no medications for their condition. The
patient describes an acute exacerbation of their symptoms of vertigo spells severity and
imbalance since they were last seen.

Past Surgical History: Tubal ligation.
Past Medical History: Non-contributory.

Past Social History: The patient describes difficulty sleeping. Non smoker. Alcohol: denies
use of alcohol. Marital Status; Married.

Allergies: No known drug allergies.
Current Medications: No current medications.

Review of Systems: Generally healthy. Active. The patient is a good historian.
ROS Ears Nose and Throat: As per HPL

Examination: The patient was awake, alert and conversant. No acute distress noticed.
Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EOM intact; no
nystagmus. Exam Ears: Pinnae are normal. Microscopic exam of the ears revealad normal
external canals, normal tympanic membranes and normal middle ear spaces bilaterally. Exam
Nose: The intranasal exam revealed a reasonably mid-line septum, mild, boggy edema of the
turbinates and no evidence of polyps or purulence. Exam Oropharynx: The oral cavity was
without any lesions. The teeth were in reasonable repair. The oropharynx was alsoe normal
without any lesions. Exam Neck: Supple with full range of motion. There was no
lymphadenopathy, masses or thyromegaly. Exam Skin: Normal turgor and elasticity; no
significant skin lesions. Exam Respiratory: Chest symmetrical, normal, breath sounds equal,
bilateral symmetrical, no rales or rhonchi and no dullness to percussion.

Tests: The patient received no testing today.

OTOLOGY/NEUROTCLOGY » EAR AND RELATED SKULL BASE STRUCTURES * HEARING AND BALANCE DISORDERS



Patient Name: YVELEZ, VIRGINIA
Chart #: 6704

DOB: 1/31/1958

Date of Visit: 3/4/2002

Page2

Plan: The patient will receive 1cc of Celestone and 2cc Depomedrol. Use Valtrex 500 mg bid x
1-2 weeks prn dizzy spells. Will have the patient call me in 3 days for a report on her dizziness.

If patient's symptoms continue to recur w/ position changes, will have her re-evaluated by the
PT for BPPV.

Follow-up Instructions: Keep appoiniment as scheduled.
n '

il r

o B A .
Physician'/NP Signature: i 18 :é"%@i‘f}'lf‘”-‘a/z Belissa Zamora, FNP
As sebervised’by Kendal L. Stewart, M.D,
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Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704.

Date of Visit: 3/12/2002.

Age: 44,

Attending Physician: Kendal L, Stewart, M.D.
Chief Complaint: Aural fullness and Imbalance. Left ear and left facial pain.

History of Present lliness: The patient is currently being treated at The Otology Group of
Texas for Endolymphatic Hydrops, Allergic Rhinitis, Chronic Imbalance and a peripheral based
vertigo.

Ear History: The patient describes no otalgia. The patient has no otorrhea.

Dizziness History: The patient describes no to very little change in their vertigo severity and
vertigo duration since they were last seen.

Imbalance History: The patient describes worsening distractability, trouble sleeping,
worsening of tinnitus, worsening of their imbalance, fatigue and a worsening in the cognitive
ability.

Allergy History: The patient currently complains of no significant allergy symptoms.

Past Surgical History: Tubal ligation.
Past Medical History: Non-contributory.

Past Social History: The patient describes difficulty sleeping. Non smoker. Alcohol: denies
use of alcohol. Marital Status: Married.

Allergies: No known drug allergies.
Current Medications: Valtrex 500 bid. Today is last dose on Z-Pak.

Review of Systems: Generally healthy. Inactive. The patient is a good historian. Feels poorly.
The patient reports a stable weight pattern. The patient complains of feeling tired all the time.
ROS Respiratory: Patient denies any respiratory complaints, such as cough, shortness of
breath, chest pain, wheezing, hemoptysis, eic.

ROS Cardiovascular: The patient has no history of cardiovascular symptoms, such as chest
pain, palpitation, lightheadedness, syncope, etc.

ROS Gastrointestinal: Patient denies any gastrointestinal symptoms, such as anorexia, weight
loss, dysphagia, nausea, vomiting, abdominal pain, abdominal distention, altered bowel
movements, diarrhea, constipation, rectal bleeding, hematochesia, e.

ROS Genitourinary: Patient denies any genito-urinary complaints, such as hematuria, dysuria,
frequency, urgency, hesitancy, nocturia, incontinence, efc.

ROS Gynecological: Denies any gynecolagical complaints, such as vaginal bleeding,
discharge, pain, etc.
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Patient Name: VELEZ, VIRGINIA Page 2
Chart#: 6704

DOB: 1/31/1958

Date of Visit: 3/12/2002

ROS Musculoskeletal: The patient denies any past or present problems related to the
musculoskeletal system.

ROS Extremities: The patient denies any extremities complaints.

ROS Skin: Denies rashes, pruritis, lesions, bruising.

ROS Head and Eyes: Pressure with pain in the left eye.

ROS Ears Nose and Throat: Pain in left ear and left side of face.

Examination: The patient was awake, alert and conversant. No acute distress noticed.

Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EOM intact: no
nystagmus. Exam Nose: The intranasal exam revealed a reasonably mid-line septum, mild,
boggy edema of the turbinates and no evidence of polyps or purulence. Exam Oropharynx:
The oral cavity was without any lesions. The teeth were in reasonable repair. The oropharynx
was also normal without any lesions. Exam Neck: Supple with full range of motion. There was
no lymphadenopathy, masses or thyromegaly. Rhomberg reveals severe anterior-posterior
swaying and lateral sway with no fall. Dix Hallpike manuever revealed rotatory nystagmus and
with right ear down.

Exam Ear: Microscopic exam of the ears was performed bilaterallty. Exam revealed normal
pinnae #S#. The external auditory canals are normal without evidence of erythema, cerumen or
stenosis. Exam revealed normal tympanic membranes bilaterally. The middle ear spaces
appear normal and free of effusion.

Tests: Air 125 HZ: AS: 10 dB and AD: 15 dB. Air 250 Hz: AS: 15 dB and AD: 15 dB. Air 500
Hz: AD: 15 dB and AS: 15 dB. Air 1000 Hz: AS: 15 dB and AD: 10 dB. Air 2000 Hz: AS: 10 dB
and AD: 10 dB. Air 4000 Hz: AS: 10 dB and AD: 10 dB. Air 8000 Hz: AD: 5 dB and AS: 15 dB.
There were elevated reflex threshlolds present in both ears. The discrimination of the right ear
at 90 dB or greater was 100 %. The discrimination of the left ear at 90 dB or greater was 100 %.
The tympanograms showed a type A pattern in both ears.

Audio/Vestibular Tests: The platform posturography showed an abnormal vestibular sway
pattern in conditions 5 and 6 with a SOT score of 53. COG testing reveal a right sided and
antetior abnormal pattern. The vertical plane VAT revealed high normal gains. The patient
underwent an ImPACT neurocognitive test which revealed a Word Memory Score of 93%, a
Memory Composite Score of 93% and a Totoal Symptom Score of 93. The horizontal VAT exam
revealed low normal gains.

Procedure: The patient had otolith Repositioning procedure done in the office today per
protocol.

Impression / Diagnosis: #1 Endolymphatic Hydrops (386.00) viral based, currently with acute
exacerbation and left --resolved. Endolympahtic hydrops is a condition characterized by a fluid
{(endolymph) imbalance of the inner ear. Symptoms can include intermittant fullness, intermittant
tinnitus, fluctuating hearing and intermittent spelis of dizziness/vertigo or imbalance. #2
Imbalance (781.2) moderate and severe, with Benign Positional Vertigo, treated and patient
continues w/ a residual VOR abnormality requiring Vestibular Therapy. A sensation of instability
which can be constant with intermittant worsening. Secondary symptoms may include cognitive
dysfunction, short term memory loss, concentration difficulties, inability to "focus". #3Fatigue
(780.79), unresolved and addressed with the replacement of HGH. #4 Allergic Rhinitis (477.80)-
Commonly known as "allergies" or "sinus, if patient's dizziness recurs we will address allergy
testing. #5 Tonsillitis- recovered.

Medication Prescribed: Continue Valtrex 500 mg bid. Continue HGH supplement.



Patient Name: VELEZ, VIRGINIA Page 3
Chart #: 6704

DOB: 1/31/1958

Date of Visit: 3/12/2002

Plan: The patient will receive Depo-Medrol 80mg/cc and Celestone Soluspan 6mg./cc |.M...
Patient fo vestibular rehabilitation evaluation in 1 weeks. scheduled for PT eval. On 3/14/02,
Plan: Continue current immunotherapy.

Follow-up Instructions: Follow-up with doctor in 1 day ). Will call patient with diagnostic
results. Audiometry, acoustic reflex and QAE follgwup visit. Patient instructed on possible

complications of treatment and is to phefigif concepred over side effects.
Physician's Signature: 7/5/h S

Kendal L. Stewart, M.D. 'L
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Patient Name: VELEZ, VIRGINIA,
Chart Number: 6704,

Date of Visit: 3/18/2002.

Age: 44,

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Referring Physician: Santiago A. Zamora, M.D., 104 Raobert T. Martinez JR. St., Austin, Texas
78702-4534,

Chief Complaint: Aural fullness and Dizziness. One week follow up after Otolith
Repositioning.

History of Present lllness: The patient is currently being treated at The Otology Group of
Texas for Endolymphatic Hydrops, Allergic Rhinitis, Chronic Imbalance and a peripheral based
vertigo. The patient is stable and has had no significant fluctuations in symptoms. The patient
describes slow, but steady improvement.

Dizziness History: The patient is currently taking Valtrex 500 BID for their condition. The
patient describes an improvement in their dizzy symptoms since they were last seen. The
patient describes an acute exacerbation of their symptoms of concentration, headaches, short
term memory and fatigue since they were last seen. The patient describes no to very little
change in their imbalance and sleep patterns since they were last seen. Patient states she has
been feeling "shaky".

Processing History: The patient has associated symptoms including difficulty focusing,
inattentiveness, trouble with concentrtion and short memory.

Past Surgical History: Tubal ligation.

Past Medical History: Non-contributory.

Past Social History: The patient describes difficulty sleeping. Non smoker. Alcohol: denies
use of alcohol. Marital Status: Married.

Allergies: No known drug allergies.

Current Medications: Valtrex 500 bid.

Review of Systems: Generally healthy. Inactive. The patient is a good historian. The patient
reports a stable weight pattern. The patient complains of feeling tired ali the time. No significant
changes since last Review of Systems.

Examination: The patient was awake, alert and conversant. No acute distress naticed.

Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EOM intact; no
nystagmus. Exam Ears: Pinnae are normal. Microscopic exam of the ears revealed normal
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external canals, normal tympanic membranes and normal middle ear spaces bilaterally. Exam
Oropharynx: The oral cavity was without any lesions. The teeth were in reasonable repair. The
oropharynx was also narmal without any lesions. Exam Neck: Supple with full range of mation.
There was no lymphadenopathy, masses or thyromegaly. Exam Skin: Normal turgor and
elasticity; no significant skin lesions. Exam Respiratory: Chest symmetrical, normal, breath
sounds equal, bilateral symmetrical, no rales or rhonchi and no dutlness to percussion.

Exam Nose: The nasal mucosa showed irritation and significantly hyperemia. The exam
revealed hypertrophied turbinates.

Tests: The patient received no testing today.

Impression / Diagnosis: #1 Endolymphatic Hydrops (386.00) viral based, currently with acute
exacerbation and left --resolved. Endolympahtic hydrops is a condition characterized by a fluid
(endolymph) imbalance of the inner ear. Symptoms can include intermittant fullness, intermittant
tinnitus, fluctuating hearing and intermittent spells of dizziness/vertigo or imbalance. #2
Imbalance (781.2) moderate and severe, with Benign Positional Vertigo, treated and patient
continues w/ a residual VOR abnormality requiring Vestibular Therapy. A sensation of instability
which can be constant with intermittant worsening. Secondary symptoms may include cognitive
dysfunction, short term memory loss, concentration difficulties, inability to “focus”. #3Fatigue
(780.79), unresolved and addressed with the replacement of HGH. #4 Allergic Rhinitis {477 .80)-
Commonly known as "allergies” or "sinus, if patient's dizziness recurs we will address allergy
testing. Will address this with antihistamines at this time.

Medication Prescribed: Continue same meds as previously prescribed. Add Zyrtec 10 mg po
qd to her daily medications (10 samples provided) Rx written for #30 R3.

Plan: Patient to continue vestibular rehabilitation visits.

Follow-up Instructions: Follow-up with doctor in 2 week(s). Audiometry, acoustic reflex and
OAE with followup visit. Vestibular Autorotation Test on return visit. Platform posturography with
followup visit. Patient instructed on possible complications of treatment and is to phone if
concerned over side effects.

Physician's/NP Signature: KWMNM B Belissa Zamora, FNP

&~ U As supervised by Kendal L. Stewart, M.D.
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Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704,

Date of Visit: 4/3/2002.

Age: 44,

Attending Physician: Kendal I_. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Chief Complaint: Aural fullness and Dizziness.

Dizziness History: The patient is currently taking Valtrex 500 BID for their condition, The
patient describes an improvement in their short term memory, cognitive ability, fatigue and
headaches since they were last seen. The patient describes an acute exacerbation of their
symptoms of headache since they were last seen.

Allergy History: The patient is currently taking Zyrtec for their allergies. The patient currently
complains of recurrent sinus headaches. The patient is currently taking for their sinus and
allergy symptoms.

Processing History: The patient has associated symptoms including difficulty focusing,
inattentiveness, trouble with concentrtion and short memory. Sleep problems. Participating w/
Vestibular Rehab. Last Otolith was last week.

Past Surgical History: Tubal ligation.

Past Medical History: Non-contributory.

Past Social History: The patient describes difficulty sleeping. Non smoker. Alcohol: denies
use of alcohal. Marital Status: Married.

Allergies: No known drug allergies.
Current Medications: Valtrex 500 bid. Zyrtec 10 gd . HGH Max 9/day.

Review of Systems: Generally healthy. Active. The patient is a good historian. The patient
reports a stable weight pattern.

ROS Cardiovascuiar: The patient has no history of cardiovascular symptoms, such as chest
pain, palpitation, lightheadedness, syncope, etc.

ROS Gastrointestinal: Patient denies any gastrointestinal symptoms, such as anorexia, weight
loss, dysphagia, nausea, vomiting, abdominal pain, abdominal distention, altered bowel
movements, diarrhea, constipation, rectal bleeding, hematochesia, e.

ROS Musculoskeletal: The patient denies any past or present problems related to the
muscuioskeletal system.

ROS Extremities: The patient denies any extremities complaints.

ROS Skin: Denies rashes, pruritis, lesions, bruising.
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ROS Head and Eyes: Patient has following symptoms associated with the headache -
Headaches associated with allergy symptoms..
ROS Ears Nose and Throat: As per HPI.

Examination: The patient was awake, alert and conversant. No acute distress noticed.

Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EOM intact; no
nystagmus. Exam Ears: Pinnae are normal. Microscopic exam of the ears revealed normal
external canals, normal tympanic membranes and normal middle ear spaces bilaterally. Exam
Oropharynx: The oral cavity was without any lesions. The teeth were in reasonable repair. The
oropharynx was also normal without any lesions. Exam Neck: Supple with full range of motion.
There was no lymphadenopathy, masses or thyromegaly. Exam Skin: Normal turgor and
elasticity; no significant skin lesions. Exam Respiratory: Chest symmetrical, normal, breath
sounds equal, bilateral symmetrical, no rales or rhonchi and no dullness to percussion.

Exam Nose: The nasal mucosa showed irritation and significantly hyperemia. The exam
revealed hypertrophied turbinates.

Tests: There were elevated reflex threshlolds present in both ears. Audiogram unchanged
since the last visit. The discrimination in the right ear was 100% at MCL. The discrimination of
the left ear was 100 % at MCL. The discrimination of the right ear at 90 dB or greater was 96 %.
The discrimination of the left ear at 90 dB or greater was 100 %. The tympanograms showed a
type A pattern in both ears. The otocoustic emmissions revealed normal SPL levels bilaterally.
OAEs show signigicant improvement in recovery of response since the last visit.
Audio/Vestibular Tests: COG testing reveal a posterior, anterior and stable abnormal pattern.
The vertical plane VAT revealed phase abnormality, high normal gains and improving. The
horizontal VAT exam revealed normal gains.

Laboratory Tests: Somatomedin C 110. date 01/23/02.

Impression / Diagnosis: #1 Endolymphatic Hydrops (386.00) viral based, currently with acute
exacerbation and left —resolved. Endolympahtic hydrops is a condition characterized by a fluid
(endolymph) imbalance of the inner ear. Symptoms can include intermittant fullness, intermittant
tinnitus, fluctuating hearing and intermittent spells of dizziness/vertigo or imbalance. #2
imbaiance (781.2) moderate and severe, with Benign Positional Vertigo, treated and patient
continues w/ a residual VOR abnormality requiring Vestibular Therapy. A sensation of instability
which can be constant with intermittant worsening. Secondary symptoms may include cognitive
dysfunction, short term memory loss, concentration difficulties, inability fo "focus". #3Fatigue
(780.79), unresolved and addressed with the replacement of HGH. #4 Allergic Rhinitis (477.80)-
Commonly known as "allergies” or "sinus, if patient's dizziness recurs we will address altergy
testing. Will address this with antihistamines at this time.

Fian: Patient to continue vestibular rehabilitation visits. Plan to pursue Vestibular Rehab for the
chronic imbalance x another month. We will keep her out of work x one more month and
reevaluate on May 6 ,2002. Decrease the HGH to 6 sprays/day. Continue the Valtrex at 500
bid. Hold Zyrtec as | believe it is drying the sinuses too much. Use Guaifenesin bid.

Plan: Recormment subdermal skin testing to airborne antigens.

Follow-up Instructions: Patient instructed on possible complications of treatment and is to
phone if concerned over side effects. The patient will continue on the Orange protocol and will

receive Audiometry, acoustic reflex, OAE, CTSIB, VAT and ImPACT on their return visit in 4
weeks.
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Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704,

Date of Visit: 5/6/2002.

Age: 44,

Referring Physician: Santiago A. Zamora, M.D.

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Chief Complaint; Aural fullness and Dizziness.

History of Present lliness: The patient is currently being treated at The Otology Group of
Texas for Endolymphatic Hydrops, Allergic Rhinitis, Chronic Imbalance and a peripheral based
vertigo. The patient is stable and has had no significant fluctuations in symptoms. The patient
describes slow, but steady improvement.

Dizziness History: The patient is currently taking Valirex 500 BID for their condition. The
patient describes an improvement in their short term memory, cognitive ability, fatioue and
headaches since they were last seen. The patient describes an acute exacerbation of their
symptoms of headache since they were last seen. She reports not being able to sleep in a
recumbent position. She continues to sense a significant vertigo that lasts seconds with a
recumbent position and if she looks down. Her symptoms of positional vertigo are now
occurring daily. She has been finished with vestibular therapy x 2 weeks. Has not had an
Otolith for several weeks (last performed at Health South by the PT).

imbalance History: The patient describes worsening distractability, trouble sleeping,
waorsening of tinnitus, worsening of their imbalance, fatigue and a worsening in the cognitive
ability.

Past Surgical History: Tubal ligation.

Past Medical History: Non-confributory.

Past Social History: The patient describes difficulty sleeping. Non smoker. Alcohol: denies
use of alcohol. Marital Status: Married.

Allergies: No known drug allergies.

Current Medications: Valtrex 500 bid. Zyrtec 10 qd . HGH Max 9/day.Duratuss.

Review of Systems: Generally healthy. Active. Inactive. The patient is a good historian. The
patient reports a stable weight pattern.

ROS Respiratory: Patient denies any respiratory complaints, such as cough, shortness of
breath, chest pain, wheezing, hemoptysis, etc.

OTOLOGY/NEUROTOLOGY ¢ EAR AND RELATED SKULL BASE STRUCTURES = HEARING AND BALANCE DISORDERS
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Date of Visit: 5/6/2002

ROS Cardiovascular: The patient has no history of cardiovascular symptoms, such as chest
pain, palpitation, lightheadedness, syncope, etc.

ROS Gastrointestinal: Patient denies any gastrointestinal symptoms, such as anorexia, weight
loss, dysphagia, nausea, vomiting, abdominal pain, abdominal distention, altered bowel
movements, diarrhea, constipation, rectal bieeding, hematochesia, e.

ROS Genitourinary: Patient denies any genito-urinary complaints, such as hematuria, dysuria,
frequency, urgency, hesitancy, nocturia, incontinence, etc.

ROS Musculoskeletal: The patient denjes any past or present problems related to the
musculoskeletal system.

ROS Extremities: The patient denies any extremities complaints.

ROS 8kin: Denies rashes, pruritis, lesions, bruising.

ROS Ears Nose and Throat: As per HPI.

Examination: The patient was awake, alert and conversant. No acute distress noticed.

Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EOM intact; no
nystagmus. Exam Ears: Pinnae are normal. Microscopic exam of the ears revealed normal
external canals, normal tympanic membranes and normat middle ear spaces bilaterally. Exam
Nose: The intranasal exam revealed a reasonably mid-line septum, mild, boggy edema of the
turbinates and no evidence of polyps or purulence. Exam Oropharynx: The oral cavity was
without any lesions. The teeth were in reasonable repair. The oropharynx was also normal
without any lesions. Exam Neck: Supple with full range of motion. There was no
lymphadenopathy, masses or thyromegaly. Rhomberg reveals minor anterior- posterior
sway. Tandem rhomberg reveals lateral sway with a fall to the left after 2 seconds . Exam Skin:
Normal turgor and elasticity; no significant skin lesions. Exam Respiratory: Chest
symmetrical, normal, breath sounds equal, bilateral symmetrical, no rales or rhonchi and no
dullness to percussion.

Tests: Air 1256 HZ: AS: 20 dB and AD: 15 dB. Air 250 Hz: AS: 20 dB and AD: 10 dB. Air 500
Hz: AD: 15 dB and AS: 15 dB. Air 1000 Hz: AS: 15 dB and AD: 10 dB. Air 2000 Hz: AS: 15 dB
and AD: 15 dB. Air 4000 Hz: AS: 10 dB and AD: 15 dB. Air 8000 Hz: AD: 20 dB and AS: 15 dB.
There were elevated reflex threshlolds present in both ears. The discrimination in the right ear
was 100% at MCL. The discrimination of the left ear was 100 % at MCL. The discrimination of
the right ear at 90 dB or greater was 100 %. The discrimination of the left ear at 90 dB or greater
was 96 %. The tympanograms showed a type A pattern in both ears. The ctoacoustic emissions
revealed decreased SPL levels in mid frequencies and both ears.

Audia/Vestibular Tests: The platform posturography showed an abnormal vestibular sway
pattern in conditions 5 and 6 with a SOT score of 65. COG testing reveal a right sided and
posterior abnormal pattern. The vertical plane VAT revealed low normal gains. The patient
underwent an ImPACT neurocognitive test which revealed a Word Memory Score of 89%, a
Memory Composite Score of 76% and a Totoal Symptom Score of 37. The horizontal VAT exam
revealed high normal gains.

Laboratory Tests: Somatomedin C 110. date 01/23/02.

Impression / Diagnosis: #1 Endolymphatic Hydrops (386.00) viral based, currently with acute
exacerbation and left --resolved. Endolympanhtic hydrops is a condition characterized by a fluid
(endolymph) imbalance of the inner ear. Symptoms can include intermittant fullness, intermittant
tinnitus, fluctuating hearing and intermittent spells of dizziness/vertigo or imbalance. #2
Imbalance (781.2) moderate and severe, with Benign Positional Vertigo, treated and patient
continues w/ a residual VOR abnormality requiring Vestibular Therapy and reports symptomatic
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BPPV when in a recumbent position. A sensation of instability which can be constant with
intermittant worsening. Secondary symptoms may include cognitive dysfunction, short term
memory loss, concentration difficulties, inability to "focus”. #3Fatigue (780.79), unresolved and
addressed with the replacement of HGH. #4 Allergic Rhinitis (477.80)- Commonly known as

“allergies" or "sinus, if patient's dizziness recurs we will address allergy testing. Will address this
with antihistamines at this time.

Medication Prescribed: Continue same meds as previously prescribed.

Plan: The patient will receive 1cc of Celestone and 2cc Depomedrol. Patient to Receive and
otolith repositioning by the physical therapist and followup with therapist in 3 days. vestibular
rehabilitation evaluation in 1 weeks. Due to patient's persistent BPPV we will send her back to
PT for an Otolith and further vestibular rehab. She continues to be out of work due to her
limitations.

Follow-up Instructions: Patient instructed on possible complications of treatment and js to
phone if concerned over side effects. The patient will continue in the Blue Protocol and will
receive Audiometry, OAE, Acoustic Reflex testing, and posturography on their return visit in 3
weeks.

. . ‘ g\Pf
Physician's/NP Signature: 6(;@! MW’W‘{‘}” Belissa Zamara, FNP

A supervisedily Kendal L. Stewart, M.D.
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THE OTOLOGY GROUP OF TEXAS

WESLEY W, O. KRUEGER, M.D., F.A.C.S, KENDAL L. STEWART, M.D.
BRIAN P, PERRY, M.D. JAMES V. KEMPER, JR., M.D.
4410 Medical Drive, Suite 340 6818 Austin Center Blvd., Suite 105
San Antonio, TX 78229 Austin, Texas 78731
(210) 615-3695 (512) 338-9840
(210) 615-3699 Fax {512) 338-0863 Fax

Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704.

Date of Visit: 5/30/2002.

Age: 44,

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Chief Complaint: Continued aural fuliness and Dizziness. No Improvement,

History of Present lliness: The patient is currently being treated at The Otology Group of
Texas for Endoilymphatic Hydrops, Allergic Rhinitis, Chronic Imbalance and a peripheral based
vertigo. The patient is stable and has had no significant fluctuations in symptoms. The patient
describes slow, but steady improvement.

Ear History: The patient describes no otalgia. The patient has no otorrhea.

Dizziness History: The patient describes no to very little change in their imbalance, vertigo
severity, tinnitus and fullness since they were last seen.

Imbalance History: The patient describes significant improvement in balance. Pt. Has
completed physical therapy, and is currently on home exercise program. She has had one
episode of vertigo, and was able to resolve this using the techniques she learned at PT. She
has some anxiety regarding her BPPV, attention deficits and memory deficits, but believes there
is slow, steady improvement.

Allergy History: The patient currently complains of lightheaded and ear fullness.

Past Surgical History: Tubal ligation.
Past Medical History: Non-contributory.

Past Social History: The patient describes difficulty sleeping. Non smoker. Alcohol: denies
use of alcohol. Marital Status: Married.

Allergies: No known drug allergies.
Current Medications: Valtrex 500 bid. Zyrtec 10 qd . HGH Max 9/day.Duratuss.

Review of Systems: Generally healthy. Active. The patient is a good historian. The patient
reports a stable weight pattern.

ROS Ear, Nose and Throat: The patient denies any ear, nose or throat symptoms.

ROS Respiratory: Patient denies any respiratory complaints, such as cough, shortness of
breath, chest pain, wheezing, hemoptysis, etc.

ROS Cardiovascular: The patient has no history of cardiovascular symptoms, such as chest
pain, palpitation, lightheadedness, syncope, etc.

OTOLOGY/NEUROTOLOGY * EAR AND RELATED SKULL BASE STRUCTURES » HEARING AND BALANCE DISORDERS
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ROS Gastrointestinal; Patient denies any gastrointestinal symptoms, such as anorexia, weight
loss, dysphagia, nausea, vomiting, abdominal pain, abdominal distention, altered bowel
movements, diarrhea, constipation, rectal bleeding, hematochesia, e.

ROS Gynecological: Denies any gynecological complaints, such as vaginal bleeding,
discharge, pain, etc.

ROS Musculoskeletal: The patient denies any past or present problems related to the
musculoskeletal system.

ROS Extremities: The patient denies any extremities compiaints.

ROS Skin: Denies rashes, pruritis, lesions, bruising.

ROS Head and Eyes: Patient has following symptoms associated with the headache :
Headaches associated with allergy symptoms.. Patient complains of moderately severe dizzines
and overall it is getting better.

ROS Genitourinary: Patient has been treated for a bladder since her last visit. Treated for five
days with an antibiotic.

Examination: The patient was awake, alert and conversant. No acute distress noticed.

Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EOM intact; no
nystagmus, Exam Oropharynx: The oral cavity was without any lesions. The teeth were in
reasonable repair. The oropharynx was also normal without any lesions. Exam Neck: Supple
with full range of motion. There was no lymphadenopathy, masses or thyromegaly. Rhomberg
reveals severe anterior-posterior swaying.

Exam Ear: Microscopic exam of the ears was performed bilaterallty. Exam revealed normal
pinnae #5#. The external auditory canals are normal without evidence of erythema, cerumen or
stenosis. Exam revealed normal tympanic membranes bilaterally. The middle ear spaces
appear normal and free of effusion.

Exam Nose: The nasal mucosa showed irritation and significantly hyperemia, The exam
revealed hypertrophied turbinates.

Tests: Air 125 HZ: AS: 20 dB and AD: 15 dB. Air 250 Hz: AS: 25 dB and AD: 15 dB. Air 500
Hz: AD: 15 dB and AS: 20 dB. Air 1000 Hz: AS: 15 dB and AD: 10 dB. Air 2000 Hz: AS: 15 dB
and AD: 20 dB. Air 4000 Hz: AS: 5 dB and AD: 5 dB. Air 8000 Hz: AD: 10 dB and AS: 15 dB.
There were elevated reflex threshlolds present in both ears. The audiogram revealed worsening
pure tones in the low frequencies and left ear. The discrimination scores are stable and
bilaterally. The discrimination in the right ear was 100% at MCL. The discrimination of the teft
ear was 100 % at MCL. The discrimination of the right ear at 90 dB or greater was 100 %. The
discrimination of the left ear at 90 dB or greater was 100 %. The tympanograms showed a type
A pattern in both ears. The otoacoustic emissions revealed decreased SPL levels in high
frequencies, mid frequencies, low frequencies and both ears.

impression / Diagnosis: #1 Endolymphatic Hydrops (386.00) viral based, currently with acute
exacerbation and left --resolved. Endolympahtic hydrops is a condition characterized by a fluid
(endolymph) imbalance of the inner ear. Symptoms can include intermittant fuliness, intermittant
tinnitus, fluctuating hearing and intermittent spells of dizziness/vertigo or imbalance. #2
Imbalance (781.2) moderate and severe, with Benign Positional Vertigo, treated and patient
continues w/ a residual VOR abnormality requiring Vestibular home exercise program and this is
improving. A sensation of instability which can be constant with intermittant worsening.
Secondary symptoms may include cognitive dysfunction, short term memory loss, concentration
difficulties, inability to "focus”, #3Fatigue (780.79), unresolved and addressed with the
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replacement of HGH. #4 Allergic Rhinitis (477.80)- Commonly known as "allergies” or "sinus,
Will address this with antihistamines at this time.

Medication Prescribed: Continue same meds as previously prescribed.

Plan: Patient to continue home program.
Plan: Continue current immunotherapy.

Follow-up Instructions: The patient will continue on the Orange protocol and will receive
Audiometry, acoustic reflex, OAE, CTSIB, VAT arnd’ mMBPACT on their return visit in 1 weeks. If

evelisthanzgeable, will release to return to full duty at
", /_ /‘/ /
%

Kendal L. Stewart, M.D.
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THE OTOLOGY GROUP OF TEXAS

WESLEY W. O. KRUEGER, M.D., F.A.C.S. KENDAL L. STEWART, M.D.
BRIAN P. PERRY, M.D. JAMES V. KEMPER, JR., M.D.
4410 Medical Drive, Suite 340 6818 Austin Center Blvd., Suite 105
San Antonio, TX 78229 Austin, Texas 78731
(210) 615-3693 (512) 338-9340
(210) 615-3699 Fax (512} 338-0863 Fax

Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704.

Date of Visit: 6/6/2002.

Age: 44,

Attending Physician: Kendal .. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Chief Complaint: Continued aural fullness and Dizziness. No Improvement.

History of Present lliness: The patient is currently being treated at The Otology Group of
Texas for Endolymphatic Hydrops, Allergic Rhinitis, Chronic Imbalance and a peripheral based
vertigo. The patient is stable and has had no significant fluctuations in symptoms. The patient
describes slow, but steady improvement.

Ear History: The patient describes no otalgia. The patient has no otorrhea.

Dizziness History: The patient describes no fo very little change in their imbalance, vertigo
severity, tinnitus and fullness since they were last seen.

Imbalance History: The patient describes significant improvement in balance. Pt. Has
completed physical therapy, and is currently on home exercise program. She has had one
episode of vertigo, and was able fo resolve this using the techniques she learned at PT. She
has some anxiety regarding her BPPV, attention deficits and memory deficits, but believes there
is slow, steady improvement.

Hearing History: The hearing loss is best described as a muffled sensation to hearing.
Allergy History: The patient has been on their current immunotherapy for 2 months. The
patient is currntly experiencing no adverse reactions to their immunotherapy.

Past Surgical History: Tubal ligation.

Past Medical History: Non-contributory.

Past Social History: The patient describes difficulty sleeping. Non smoker. Alcohol: denies
use of alcohol. Marital Status: Married.

Allergies: No known drug allergies.

Current Medications: Valtrex 500 bid. Zyrtec 10 qd . HGH Max 9/day.Duratuss.
Review of Systems:

ROS Respiratory: Patient denies any respiratory complaints, such as cough, shortness of
breath, chest pain, wheezing, hemoptysis, etc.

ROS Cardiovascular: The patient has no history of cardiovascular symptoms, such as chest
pain, palpitation, lightheadedness, syncope, etc.

OTOLOGY/NEUROTOLOGY * EAR AND RELATED SKULL BASE STRUCTURES * HEARING AND BALANCE DISORDERS
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ROS Gastrointestinal: Patient denies any gastrointestinal symptoms, such as anorexia, weight
loss, dysphagia, nausea, vomiting, abdominal pain, abdominal distention, altered bowel
movements, diarrhea, constipation, rectal bleeding, hematochesia, e.

ROS Genitourinary: Patient denies any genito-urinary complaints, such as hematuria, dysuria,
frequency, urgency, hesitancy, nocturia, incontinence, etc.

ROS Gynecological: Denies any gynecological complaints, such as vaginal bleeding,
discharge, pain, etc.

ROS Musculoskeletal: The patient denies any past or present problems related to the
musculoskeletal system.

ROS Extremities: The patient denies any extremities complaints.

ROS Skin: Denies rashes, pruritis, lesions, bruising.

ROS Head and Eyes: Patient has following symptoms associated with the headache :
Headaches associated with allergy symptoms.. Patient complains of moderately dizzines and
overall it is getting better. '

ROS Ears Nose and Throat: As per HPI.

Examination: The patient was awake, alert and conversant. No acute distress noticed.

Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EOM intact; no
nystagmus. Exam Ears: Pinnae are normal. Microscopic exam of the ears revealed normal
external canals, normal tympanic membranes and normal middle ear spaces bilaterally. Exam
Nose: The intranasal exam revealed a reasonably mid-line septum, mild, boggy edema of the
turbinates and no evidence of polyps or purulence. Exam Oropharynx: The oral cavity was
without any lesions. The teeth were in reasonable repair. The oropharynx was also normal
without any lesions. Exam Neck: Supple with full range of motion. There was no
lymphadenopathy, masses or thyromegaly. Rhomberg reveals minor anterior- posterior
sway and stable pattern with no sway. Exam Skin: Normal turgor and elasticity; no
significant skin lesions. Exam Respiratory: Chest symmetrical, normal, breath sounds equal,
bilateral symmetrical, no rales or rhonchi and no duliness to percussion.

Exam Nose: The nasal mucosa showed irritation and significantly hyperemia. The exam
revealed hypertrophied turbinates.

Tests: Air 125 HZ: AS: 20 dB and AD: 15 dB. Air 250 Hz: AS: 20 dB and AD: 10 dB. Air 500
Hz: AD: 15 dB and AS: 15 dB. Air 1000 Hz: AS: 15 dB and AD: 10 dB. Air 2000 Hz: AS: 15 dB
and AD: 15 dB. Air 4000 Hz: AS: 10 dB and AD: 15 dB. Air 8000 Hz: AD: 20 dB and AS:; 15 dB.
There were elevated reflex threshlolds present in both ears. The discrimination in the right ear
was 100% at MCL. The discrimination of the left ear was 100 % at MCL. The discrimination of
the right ear at 90 dB or greater was 100 %. The discrimination of the left ear at 90 dB or greater
was 96 %. The tympanograms showed a type A pattern in both ears. The otoacoustic emissions
revealed elevated SPLs in high frequencies and both ears.

AudiofVestibular Tests: COG testing reveal a left sided and anterior abnormal pattern. The
vertical plane VAT revealed high normal gains. The patient underwent an ImPACT
neurocognitive test which revealed a Word Memory Score of 93%, a Memory Composite Score
of 78% and a Totoal Symptom Score of 46. The horizontal VAT exam revealed low normal
gains. On foam with eyes opened 0.8, eyes closed 1.4, copm.0.8.

Impression / Diagnosis: #1 Endolymphatic Hydrops (386.00) viral based, currently with acute
exacerbation and left --resolved. Endolympahtic hydrops is a condition characterized by a fluid
(endolymph) imbalance of the inner ear. Symptoms can include intermittant fullness, intermittant
tinnitus, fluctuating hearing and intermittent speils of dizziness/vertigo or imbalance. #2
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Imbalance (781.2) improved with Benign Positional Vertigo resolved at this time, treated and
patient continues w/ a residual VOR abnormality requiring Vestibular home exercise program
and this is improving. A sensation of instability which can be constant with intermittant
worsening. Secondary symptoms may include cognitive dysfunction, short term memory loss,
concentration difficulties, inability to "focus”. #3Fatigue (780.79), unresolved and addressed with
the replacement of HGH. #4 Allergic Rhinitis (477.80)- Commonly known as "allergies" or
"sinus,will proceed w/ allergy shots.

Medication Prescribed: Continue same meds as previously prescribed.

Plan: Continue current immunotherapy.

Follow-up Instructions: Patient instructed on possible complications of treatment and is to
phone if concerned over side effects. The patiepbwill confinue in the Blue Protocol and will
receive Audiometry, OAE, Acoustic Refiex tesf] fosturography on their return visit in 6
weeks. =/

Physician's Signature:
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THE OTOLOGY GROUP OF TEXAS

WESLEY W. O. KRUEGER, M.D,, F.A.C.S. KENDAL L. STEWART, M.ID.
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(210) 615-3695 (512) 338-9840
(210) 615-3699 Fax (512) 338-0863 Fax

Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704.

Date of Visit: 8/12/2002.

Age: 44,

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Chief Complaint: Headache temporal, Frontal and Posterior Cervical Headaches Dizziness.

History of Present lliness: The patient is currently being treated at The Otology Group of
Texas for Endolymphatic Hydrops, Allergic Rhinitis, Chronic Imbalance and a peripheral based
vertigo. The patient is stable and has had no significant fluctuations in symptoms. The patient
describes slow, but steady improvement.

Ear History: Sometimes the left ear feels full and like liquid may come out.The patient
describes no otalgia. The patient has no otorrhea.

Dizziness History: The patient describes an improvement in their dizzy symptoms since they
were last seen. Spells have lessen in intensity but patient is very cautious not to do things she
knows will make her dizzy.

Allergy History: The patient has been on their current immunotherapy for 4 months. The
patient is currently experiencing no adverse reactions to their immunotherapy. The major
symptoms include premaxillary pressure and frontal sinus pressure. The patient also complains
of a history of nasal polyps.

Past Surgical History: Tubal ligation.

Past Medical History: Non-contributory.

Past Social History: The patient describes difficulty sleeping. Non smoker. Alcohol: denies
use of alcohol. Marital Status: Married.

Allergies: No known drug allergies.
Current Medications: Valtrex 500 bid. Zyrtec 10 gd . HGH Max 9/day.

Review of Systems: Active. The patient is a good historian. The patient reports a stable
weight pattern. Patient describes malaise (being tired).

ROS Respiratory: Patient denies any respiratory complaints, such as cough, shortness of
breath, chest pain, wheezing, hemoptysis, etc.

ROS Cardiovascular: The patient has no history of cardiovascular symptoms, such as chest
pain, palpitation, lightheadedness, syncope, etc.

ROS Genitourinary: Patient denies any genito-urinary complaints, such as hematuria, dysuria,
frequency, urgency, hesitancy, nocturia, incontinence, etc.

ROS Skin: Denies rashes, pruritis, lesions, bruising.

OTOLOGY/NEUROTOLOGY * EAR AND RELATED SKULL BASE STRUCTURES * HEARING AND BALANCE DISORDERS
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ROS Head and Eyes: Patient has following symptoms associated with the headache
Headaches associated with allergy symptoms.. Patient complains of moderately dizzines and
overall it is gefting better.

ROS Ears Nose and Throat: As per HPI. Possilbe nose polyps.

ROS Gynecological: Has been bloating and some pains in the ovary areas.

ROS Extremities: Sometimes has tingling of the toes.

ROS Gastrointestinal: Sometimes feels nauseas.

Examination: The patient was awake, alert and conversant. No acute distress noticed.
Rhomberg reveals minor anterior- posterior sway and flickering of the eyes.

Exam Ear: Microscopic exam of the ears was performed bilaterallty. Exam revealed normal
pinnae #S#. The external auditory canals are normal without evidence of erythema, cerumen or
stenosis. Exam revealed normal tympanic membranes bilaterally. The middle ear spaces
appear normal and free of effusion.

Exam Nose: The infranasal exam revealed a reasonably mid-line septum, only mild hyperemia
and no evidence of polyps or purulence. The nasal mucosa was normal with no irritation or
polypoid degeneration noted.

Tests: Air 125 HZ: AS: 25 dB and AD: 15 dB. Air 250 Hz: AS: 25 dB and AD: 20 dB. Air 500
Hz: AD: 15 dB and AS: 25 dB. Air 1000 Hz: AS: 15 dB and AD: 15 dB. Air 2000 Hz: AS: 15 dB
and AD: 15 dB. Air 4000 Hz: AS: 10 dB and AD: 15 dB. Air 8000 Hz: AD: 10 dB and AS: 20 dB.
There were elevated reflex threshlolds present in both ears. The discrimination in the right ear
was 100% at MCL. The discrimination of the left ear was 96 % at MCL. The discrimination of the
right ear at 90 dB or greater was 100 %. The discrimination of the left ear at 90 dB or greater
was 100 %. The tympanocgrams showed a type A pattern in both ears. The otoacoustic
emissions revealed decreased SPL levels in mid frequencies, low frequencies and both ears.
Procedure: Binocular microscopy (CPT 92504). Binocular microscopy was performed to
assess the status of the tympanic membrane and middle ear and to evaluate for the possible
presence or absence of perforation, middle ear disease, or cholestatoma. Findings as noted.

Impression / Diagnosis: #1 Endolymphatic Hydrops (386.00) viral based, currently with acute
exacerbation and left --resolved. Endolympahtic hydrops is a condition characterized by a fluid
(endolymph) imbalance of the inner ear. Symptoms can include intermittant fullness, intermittant
tinnitus, fluctuating hearing and intermittent spelis of dizziness/vertigo or imbalance. #2
Imbalance (781.2) improved with Benign Pasitional Vertigo resolved at this time, treated and
patient continues w/ a residual VOR abnormality requiring Vestibular home exercise program
and this is improving. A sensation of instability which can be constant with intermittant
worsening. Secondary symptoms may include cognitive dysfunction, short term memory loss,
concentration difficulties, inability to "focus”. #3Fatigue (780.79), unresolved and addressed with
ihe replacement of HGH. #4 Allergic Rhinitis (477.80)- Commonly known as "allergies” or
"sinus,will proceed w/ allergy shots.

Medication Prescribed: Continue same meds as previously prescribed. Gave samples of
nasocort,nasonex.D/C valtrex 10/1/02.

Plan: The patient's progress was discussed in detail. Plan on Continueing valtrex 6 more
weeks.
Plan: Continue current immunotherapy.
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Follow-up Instructions: Follow-up with doctor in 8 week(s). Patient instructed on possible
complications of treatment and is to phone if concerne -over side effects. The patient will
continue on the Orange protocol and will receive diometry, acoustic reflex, OAE, CTSIB, VAT
and ImPACT on their return visit 8 weeks’./
=2 7/ //5/ Kendal L. Stewart, M.D.
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Neuro-Sensory Enhancement Center of Austin

Kendal . Stewart, M.D.

6836 Bee Caves Rd., Suite 300 Austin, TX 78746
Tel: (512) 338-9840 Fax: (512) 338-0863

Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704,

Date of Visit: 6/27/2003,

DOB: 1/31/1958. Age: 45,

Attending Physician: Kendall L. Stewart, M.D,

Type of Visit: Nursing Phone Consult:
not be compliant with immunotherapy.

dizziness. Patient reports has had intermittent spells. Patient states has

Plan: The patient will receive lcc of Celestone and Zce Depomedrol.
Plan: Continue current immunotherapy. Patient and spouse were shown how to do weekly injections and serum

was released.

Follow-up Instructions:-Keep sehéduled appointment.

o -
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Neuro-Sensory Enhancement Center of Austin

Kendal L. Stewart, M.D.
6836 Bee Caves Rd., Suite 300 Austin, TX 78746
Tel: (512) 338-9840 Fax: (512) 338-0863

Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704.

Date of Visit: 8/16/2005.

DOB: 1/31/1958. Age: 47,

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit,

Chief Complaint: Dizziness.

History of Present Illness: The patient is currently being treated for imbalance, dizziness, tinnitus, fatigue,
benign positional vertigo and allergic rhinitis.

Dizziness History: The patient presents with complaints of acute onset of dizziness. The length of the very first
episode of vertigo has produced continuous persistent vertigo. The problem first began 4 days ago. The patient's
dizziness is described as aural fullness, continuous, nausea, anxiety, general disorientation, a spinning sensation,
general instability, staggering and feeling off balance. The episodes are severe and incapacitating, The symptoms
are made worse by movement, moving from a sitting position to standing position, stress and rolling over in bed.
The last episode of imbalance/vertigo occurred today. Patient reports having gone to the ER on Saturday and had a
sinus CT, which showed a small cyst, blood work that showed elevated sugar and WBC and was given Meclizine
and Diazepam, which cause her to fall asleep and was directed to see her PCP. Patient has a past history of BPPV
and comments she has intermitient mild episode which she gets under control by doing her HEP. Patient reparts
the past month she has been working a lot of overtime and that she had recently lost a new grandbaby.

Past Surgical History: Tubal ligation.

Past Medical History: Vertigo.

Past Social History: Marital Status: Married. Non-smoker. The patienit is a non-drinker. Patient was raised in Kl
Paso, Texas.

Allergies: No known drug allergies.
Current Medications: Centrum qd, Meclizine prn, Diazepam prn.

Review of Systems: Generally healthy. Active. The patient/ guardian is a good historian. The patient/guardian
reports & stahle weight pattern.

ROS Head and Eyes: Anxiety: worsened. Processing difficulties: worsened. Dizziness: worsened. Imbalance:
worsened.

ROS Ears Nose and Throat: Allergic symptoms: seasonal. Tinnitus: intermittent and worsened. Ear pressure:
worsened. Ear fullness: worsened. The patient/guardian complains of intermittent otalgia.

ROS Respiratory: Denies any cough, chest pain or shortness of breath.

ROS Cardiovascular: Denies any chest pain, palpitation or lightheadedness.

ROS Gynecological: The patient/guardian denies any present or past gynecological problems.

ROS Musculoskeletal: The patient denies any musculoskeletal complaints.

ROS Extremities: The patient/guardian denies any extremities complaints.

ROS Skin: Denies rashes, pruritis, lesions, or bruising.

ROS Gastrointestinal: Patient/guardian reports nausea associated with dizziness. Vomiting: with dizziness.
ROS Genitourinary: Denies any genito-urinary complaints. Patient has history of recurring bladder infections,

Examination: A very thorough diagnostic evaluation was carried out to test middle TM compliance, acoustic
reflexes, EAC function, extraocular movements, hearing sensitivity, balance relationship to somatosensory, visual
and vestibular clues and reflex recovery from balance perturbation. The patient was awake and alert. No acute
distress noticed. Exam Faecial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EOM intact; no
nystagmus. Exam Ears: Pinnae are normal. Exam of the ears revealed normal external canals, normal tympanic
membranes and normal middle ear spaces bilaterally, Exam Nose: The intranasal exam revealed a reasonably mid-
line septum, mild, boggy edema of the turbinates and no evidence of polyps or purulence. Exam Oropharynx: The
oral cavity was without any lesions. The teeth were in reasonable repair. The oropharynx was also normal without
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any lesions. Exzam Neck: Supple with full range of motion. There was no lymphadenopathy, masses or
thyromegaly.

Tests: The audiogram revealed a mild. The discrimination in the right ear was 100% at MCL. The discrimination
of the left ear was 100 % at MCL. The discrimination of the right ear at 80 dB or greater was 100 %. The
discrimination of the left ear at 80 dB or greater was 100 %. There were elevated reflex thresholds present in both
ears. Testing of acoustic reflexes shows inequality. The tympanograms showed a type A pattern in both ears. The
otoacoustic emissions revealed decreased SPL levels in high frequencies, mid frequencies, low frequencies and both
ears.

Audio/Vestibular Tests: COG testing reveals a posterior abnormal pattern. Center of gravity was severely

scattered. CTSIB comprehensive score 1.9. CTSIB testing on foam with eyes closed 4.7. CTSIB testing on foam
with eyes open 1.3.

Impression / Diagnosis: Vertigo (unspecified) (386.10) .

Impression / Diagnosis: BPPV {386,11} .

Impression / Diagnosis: Tinnitus - subjective (388.31) .

Impression / Diagnosis: Imbalance (781.2).

impression / Diagnosis: Labyrinthine hypofunction bhilateral (386.54) .

Impression / Diagnosis: General Fatigue (780.79) .

Impression / Diagnosis: Concern regarding Heavy Metal Burden (Unspecified Metal - 985.9) .

Medication Prescribed: DMPS Rx faxed to pharmacy. DMPS 250mg #1, take prior to urinalysis, +2 refills.

Valtrex 500mg #60 + 3 refills 1 tab bid (Anti-virall. Recommend patient discontinued either Meclizine OR Diazepam
today.

Plan: The diagnostic findings and treatment regimen was discussed at length with the patient/ parent. Reasoning
and diagnestics reviewed in detail. Medication's efficacy, function, safety, expectations and possible side effects
explained. Risks, complications and benefits of treatment discussed. Discussed provocative heavy metal urinalysis
to determine if heavy metal elevations are present. Blood work-up to check: somatomedin C, testosterone, free
testosterone, progesterone, TSH, free T4 and estrogen. The patient received lcc of Celestone {6mg/mL) and 2cc
Depomedrol {80mg/mL}). Order for Provocative Heavy Metal Urinalysis was faxed to Doctor's Data Inc. Patient had
no family or friends accompanying during the exam and discussion of their problem. Informational material was
given to patient. Recommend patient should be off work from now until 8/29/05 (letter was given). Patient
received otolith repositioning today.

Follow-up Instructions: Patient was instructed to follow up by phone if there are any problems. Recommend
patient to keep scheduled appointment. Follow-up with doctor in 6 week(s). Will call with diagnostic results.
Patient is to receive thesfollowing djgEnostic testing on their return visit: Audiogram, Tympanometry, Acoustic
Reflex testing, Otogegustic Emisgibns, Computerized Platformn Posturography and Vestibular-Ocular Reflexes.

Patlentt/o;,pyt/l sist she will be worked in early then her 6-week follow up. KS/dn/dn.
P
Key;{al L. Stew;‘t M.
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Neuro-Sensory Enhancement Center of Austin

Kendal L. Stewart, M.D.
6836 Bee Caves Rd., Suite 300 Austin, TX 78746
Tel: (512) 338-9840 Fax: (512) 338-0863

Patient Name: VELEZ, VIRGINIA.

Chart Number: 6704.

Date of Visit: 9/14/2005.

DOB: 1/31/1958. Age: 47. Weight: 138.8. Temp: 97.3.

Attending Physician: Kendal L. Stewart, M.D.

Chief Complaint: Positional Dizziness, imbalance and headaches,

Dizziness History: The patient has had improvements in processing difficulties, duration of dizzy spells,
hyperacusis, severity of dizzy spells, hearing and fatigue since they were last seen. Patient has had fluctuation in
motion sickness, worle/ school performance, frequency of dizzy spells, neuropathy, memory, nausea, irritability/
maood swings, emoticnality, number of 'bad days', dizziness and depression since they were last seent. Patient has
had no change in fullness/ pressure; sleep pattern, imbalance, vertigo, tinnitus, irritability/ mood swings,
concentration, stumbling/ staggering and anxiety since they were last seen. Patient has had a worsening in
headaches since they were last seen, Patient states dizziness and imbalance worsened today following testing.
Patient complains of a severe headache this past weekend (frontal and post-cervical).

Past Surgical History: Tubal ligation,

Past Medical History: Vertige.

Past Social History: Marital Status: Married, Non-smoker. The patient is a non-drinker. Patient was raised in El
Paso, Texas.

QOccupational History: Factory worker.

Allergies: No known drug allergies.
Current Medications: Valtrex S00mg bid,

Review of Systems: Generally healthy. Active. The patient/guardian is a good historian. The patient/guardian
reports a stable weight pattern. The patient/guardian complains of feeling tired all the time. Patient/guardian
describes sieep pattern as poor and interrupted.

ROS Head and Eyes: Anxiety: fluctuating. Processing difficulties: fluctuating. Dizziness: worsened today,
following testing. Imbalance: worsened today, following testing,

ROS Ears Nose and Throat: Allergic symptoms: nasal congestion for the last 3-4 days. Tinnitus: no change. Ear
pressure: no change. Ear fullness: no change. The patient/guardian complains of intermittent bilateral otalgia.
ROS Respiratory: Denies any cough, chest pain or shortness of breath.

ROS Cardiovascular: Denies any chest pain, palpitation or lightheadedness.

ROS Gynecological: The patient/guardian denies any present or past gynecological problems.

ROS Musculoskeletal: Minimal cervical pain for the last two weeks,

ROS Extremities: The patient/guardian denies any extremities complaints.

ROS Skin: Denies rashes, pruritis, lesions, or bruising,

ROS Gogtrointestinal: Patient complains of mederate symptoms of diarrhea for the last two days.

ROS Genitourinary: Denies any genito-urinary complaints.

Examination: A very thorough diagnostic evaluation was carried out to test middle TM compliance, acoustic
reflexes, EAC function, extraocular movements, hearing sensitivity, balance relationship to somatosenseory, visual
and vestibular clues and reflex recovery from balance perturbation. The patient was awake and alert. No acute
distress noticed. Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EOM intact; no
nystagmus. Exam Ears: Pinnae are normal. Exam of the ears revealed normal external canals, normal tympanic
membranes and normal middle ear spaces bilaterally. Exam Oropharynx: The oral cavity was without any lesions.
The teeth were in reasonable repair. The oropharynx was also normal without any lesions. Exam Neck: Supple
with full range of motion. There was no lymphadenopathy, masses or thyromegaly. Rhomberg reveals minor
anterior-posterior sway and flickering of the eyes.

Exam Nose: The intranasal exam revealed a reasonably mid-line septum, only mild hyperemia and no evidence of
polyps or purulence, The nasal mucosa was normal with no irritation or polypoid degeneration noted.
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Tests: There is evidence of recovery of the acoustic reflex. The tympanograms showed a type A pattern in both
ears. The otoacoustic emissions revealed decreased SPL levels in high frequencies, mid frequencies, low
frequencies and both ears.

Audio/Vestibular Tests: COG testing reveals a anterior and improving abnormal pattern. CTSIB comprehensive
score 0.8. CTSIB testing on foam with eyes closed 1.5. CTSIB testing on foam with eyes open 0.7, The vertical

plane VAT revealed fatigue-ability and high normal gains. The horizontal VAT exam revealed fatigue-ability and
high normal gains.

Impression / Diagnosis: Vertigo (unspecified) {386.10).

Impression / Diagnosis: Imbalance (781.2},

Impression / Diagnosis: Labyrinthine hypofunction bilateral {386.54).
Impression / Diagnosis: General Fatigue (780.79).

Impression / Diagnosis: Tinnitus - subjective (388.31).

Impression [/ Diagnosis: Sleep Disorder {780.50).

Medication Prescribed: Valtrex 500mg bid for an additional six weeks and then prn as directed and samples of
Lunesta 2mg, one at HS prn sleep.

Plan: The patient received 1/2cc Celestone (6mg/ml) and 1 1/2cc Depo-Medrol (80mg/ml). Patient had no family
or friends accompanying during the exam and discussion of their problem. The patient's progress was discussed in
detail. Improved diagnostics, audiometric and vestibular, Patient encouraged proceed with Post-DMPS provocative
urine as recommended. Recommend that patient not return to work until Qctober third.

Follow-up Instruc}iféi:;: was instructed to follow up by phone if there are any problems. Patient

instructed t O}LOVY_BB—QLW I October with Audio, OAE, Platform, Tymp/reflexes and VAT. KS/cam.




Neuro-Sensory Enhancement Center of Austin

Kendal L. Stewart, M.D.
6836 Bee Caves Rd., Suite 300 Austin, TX 78746
Tel: (512) 338-9840 Fax: (512) 338-0863

Patient Name: VELEZ, VIRGINIA.

Chart Number: 6704,

Date of Visit: 10/31/2005.

DOB: 1/31/1958. Age: 47, Weight: 138.4,

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit,

Chief Complaint: Positional dizziness with associated imbalance, headaches and otalgia.

History of Present Illness: The patient is currently being treated for imbalance, dizziness, tinnitus, fatigue,
benign positional vertigo and allergic rhinitis,

Dizziness History: The patient has had impravements in sleep pattern, anxiety, depression, dizziness, hearing,
severity of dizzy spells, emotionality, allergies, memory, processing difficulties, neuropathy, hyperacusis, frequency
of dizzy spells, duration of dizzy spells, work/ school performance, stumbling/ staggering, irritability/ mood swings
and concentration since they were last seen. Patient has had fluctuation in light-headedness, visual difficulties,
motion sickness, tinnitus, nausea, imbalance, number of 'bad days', headaches, fullness / pressure, fatigue and
dizziness since they were last seen. The patient's dizziness is described as intermittent, general instability and
lightheadedness. The episodes are mild, but annoying. The last episode of imbalance/vertigo occurred 2 weeks
ago. The patient is currently taking Valtrex 500 BID for their condition. Patient reports having been awoken with a
moderate vertigo attack on 10/21 that lingered for about 48 hours before resolving, Patient reports she has
returned to work and that she typically works Monday - Thursday about 10-14 hours a day. Patient reports
intermittent left ear pain, fullness/pressure, fluid and eye pressure that is associated with her dizziness. Patient
reports she has not yet completed the heavy metal urinalysis.

Past Surgical History: Tubal ligation.
Past Medical History: Vertigo.

Past Social History: Marital Status: Married. Non-smoker. The patient is a non-drinker, Patient was raised in El
Paso, Texas.

Allergies: No known drug allergies.

Current Medieations: Valtrex 500mg bid, Centrum qd.

Review of Systems: Generally healthy. Active. The patient/guardian is a good historian. The patient/guardian
reports a stable weight pattern.

ROS Head and Eyes: Anxiety: improved. Fatigue: Fluctuating. Sleep pattern: stabilized. Dizziness: intermittent
and positional. Imbalance: fluctuating. Headaches: fluctuating.

ROS Ears Nose and Throat: Patient reports intermittent left ear pain, fullness/pressure, fluid and eye pressure
that is associated with her dizziness.

ROS Respiratory: Denies any cough, chest pain or shortness of breath.

ROS Cardiovascular: Denies any chest pain, palpitation or lightheadedness.

ROS Gynecological: The patient/guardian denies any present or past gynecological problems.

ROS Musculoskeletal: The patient/guardian denies any musculoskeletal complaints.

ROS Extremities: Patient reports having a burning sensation in her left leg after she gets off work.

ROS Skin: Denies rashes, pruritis, lesions, or bruising,

ROS Gastrointestinal: Patient/guardian denies any nausea, vomiting, abdominal pain, dysphagia or any altered
bowel movements.

ROS Genitourinary: Denies any genito-urinary complaints.

Examination: A very thorough diagnostic evalnation was carried out to test middle TM compliance, acoustic
reflexes, EAC function, extraocular movements, hearing sensitivity, balance relationship to somatosensory, visual
and vestibular clues and reflex recovery from balance perturbation. The patient was awake and alert. No acute
distress noticed. Exam Facial: Normal facies, no TMJ tenderness, Eye exam: Normal vision; EOM intact; no
nystagmus. Exam Ears: Pinnae are normal. Exam of the ears revealed normal external canals, normal tympanic
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membranes and normal middle ear spaces bilaterally, Exam Nose: The intranasal exam revealed a reasonably mid-
line septum, mild, boggy edema of the turbinates and no evidence of polyps or purulence. Exam Oropharynx: The
oral cavity was without any lesions. The teeth were in reasonable repair. The oropharynx was also normal without

any lesions. Exam Necl: Supple with full range of motion. There was no lymphadenopathy, masses or
thyromegaly.

Tests: Audiogram unchanged since the last visit. The discrimination in the right ear was 100% at MCL. The
discrimination of the left ear was 100 % at MCL. The discrimination of the right ear at 80 dB or greater was 100 %.
The discrimination of the left ear at 80 dB or greater was 100 %. There were elevated reflex thresholds present in
both ears. Testing of acoustic reflexes shows ineguality. There is evidence of recovery of the acoustic reflex. The
tympanograms showed a type A pattern in both ears. OAEs show significant improvement in recruitment
phenomenon since the last visit, OAE reveals a U shape pattern in both ears.

Audio/Vestibular Tests: COG testing reveals a right sided, centered and improving abnormal pattern. Center of
gravity was mildly scattered. CTSIB comprehensive score 0.7. CTSIB testing on foam with eyes closed 1.6. CTSIB
testing on foam with eyes open 0.7. The vertical plane VAT revealed inconsistency. The horizontal VAT exam
revealed high normal gains.

Impression / Diagnosis: Vertigo {unspecified) (386.10) . Resolved.
Impression / Diagnosis: Imbalance {781.2) .- .
Impression / Diagnosis: Labyrinthine hypofunction bilateral (386.54} -
Impression / Diagnosis: General Fatigue {780.79} +

Impression / Diagnosis: Tinnitus - subjective (388.31).

Impression / Diagnosis: Sleep Disorder (780.50} .

Medication Prescribed: Acetazolamide 250mg #60 +3 refills 1 tab QD-BID prn headache/ fullness. Recommend
Valtrex 250mg ghs and then d/c 12/15/05 and use on prn basis.

Plan: Discussed the use of antiviral (PRN basis) during acute infections, environmental allergy exacerbations,
acute injury or surgical intervention, or in any case of inflammatory processes. Reviewed laboratory results in
detail. The patient's progress was discussed in detail. Informational material was given to patient. Patient had no
family or friends accompanying during the exam and discussion of their problem. Patient released to full duty.

SEH ; Anstructed to follow up by phone if there are any problems. Recommend
patient to sef.g. ol 3 de” KS/dn/dn.




Neuro-Sensory Enhancement Center of Austin

Kendal L. Stewart, M.D.
6836 Bee Caves Rd., Suite 300 Austin, TX 78746
Tel: (512) 338-9840 Fax: (512) 338-0863

Patient Name: VELEZ, VIRGINIA.
Chart Number: 6704.

Date of Visit: 1/3/2006.

DOB: 1/31/1958. Age: 47.

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents {or an Established Patient Office Visit.

Chief Complaint: Positional dizziness with associated imbalance, headaches and otalgia.

History of Present Illness: The patient is currently being treated for imbalance, dizziness, sleep disorder, tinnitus,
fatigue, benign positional vertigo and allergic rhinitis.

Dizziness History: The patient describes an acute vertigo spell, which does not subside for several minutes with
positional changes. The patient has had improvements in processing difficulties, hyperacusis, neuropathy,
memory, light-headedness, hearing and fatigue since they were last seen. Patient has had fluctuation in severity of
dizzy spells, motion sickness, duration of dizzy spells, sleep pattern, nausea, imbalance, emotionality and dizziness
since they were last seen. Patient has had no change in headaches, tinnitus, visual difficulties, concentration,
anxiety and work/ school performance since they were last seen. Patient has had a worsening in stumbling/
staggering, frequency of dizzy spells, vertigo, imbalance, number of 'bad days' and allergies since they were last
seen. The episodes are of variable intensity. The last episode of imbalance/vertigo occurred today. The patient
describes being off balance and "foggy-headed” sensation between attacks or spells. The patient is currently taking
Valtrex prn for their condition. Patient reports having noticed about one week prior to an attack she will have
fullness/pressure/pain in her left ear and eye, Patient reports having discontinued Valtrex on 12/15/05 as
directed and with in 10 days having a severe vertigo attack. Patient report the most recent attack occurred while in
Mexico on 12/24, Patient reporis having been seen by a physician there and was given some kind of injection in
the morning, noon and night, which did help her symptoms. Patient reports having also gone to her GP on 12/27
and received prescriptions for Valtrex and Meclizine, which she did not fill. Patient reports she resumed Valtrex

after returning to the states on 12/27 with some relief to her symptoms. Patient has not been to work since 12/26
due to this most recent attack.

Past Surgical History: Tubal ligation.
Past Medical History: Vertigo.

Past Social History: Marital Status: Married. Non-smoker. The patient is a non-drinker. Patient was raised in El
Paso, Texas.

Allergies: No known drug allergies.
Current Medications: Valtrex 500mg bid prn, Centrum qd.

Review of Systems: Generally healthy. Inactive. Patient/guardian describes malaise (being tired).

ROS Head and Eyes: Anxiety: fluctuating. Fatigue: Fluctuating. Sleep pattern: worsened. Processing difficulties:
fluctuating. Dizziness: variable intensity and worsened. Imbalance: worsened.

ROS Ears Nose and Throat: Allergic symptoms: circles under eyes, headaches, runny nose, itchy, watery eyes,
watery eyes, stuffy nose, post nasal drainage, sneezing and seasonal. Ear pressure: fluctuating. Ear fullness:
fluctuating. The patient/guardian complains of fluctuating otalgia.

ROS Respiratory: Denies any cough, chest pain or shortness of breath.

ROS Cardiovascular: Denies any chest pain, palpitation or lightheadedness.

ROS Gynecological: The patient/guardian denies any present or past gyniecological problems.

ROS Musculoskeletal: The patient/guardian denies any musculoskeletal complaints.

ROS Extremitjes: The patient/guardian denies any extremities complaints,

ROS Skin: Denies rashes, pruritis, lesions, or bruising,

ROS Gastrointestinal: Patient/guardian reports nausea associated with dizziness.

ROS Genitourinary: Denies any genito-urinary complaints.
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Examination: A very thorough diagnostic evaluation was carried out to test middle TM compliance, acoustic
reflexes, EAC function, extraccular movements, hearing sensitivity, balance relationship to somatosensory, visual
and vestibular clues and reflex recovery from balance perturbation. The patient was awake and alert. No acute
distress noticed. Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EOM intact; no
nystagmus. Exam Ears: Pinnae are normal. Exam of the ears revealed normal external canals, normal tympanic
membranes and normal middle ear spaces bilaterally. Exam Nose: The intranasal exam revealed a reasonably mid-
line septum, mild, boggy edema of the turbinates and nao evidence of polyps or purulence. Exam Oropharynx: The
oral cavity was without any lesions. The teeth were in reasonable repair. The oropharynx was also normal without

any lesions. Exam Neck: Supple with full range of motion. There was no lymphadenopathy, masses or
thyromegaly.

Tests: The audiogram revealed a mild and high frequency hearing loss. The discrimination in the right ear was
100% at MCL. The discrimination of the left ear was 100 % at MCL. The discrimination of the right ear at 80 dB or
greater was 100 %. The discrimination of the left ear at 80 dB or greater was 100 %. The acoustc reflexes were
absent in the left ear. There were elevated reflex thresholds present in the right ear. Testing of acoustic reflexes
shows inequality. The tympanograms showed a type A pattern in both ears. The otoacoustic emissions revealed
decreased SPL levels in high frequencies, mid frequencies, low frequencies and both ears.

Audio/Vestibular Tests: COG testing reveals a left sided and posterior abnormal pattern. Center of gravity was
mildly scattered. CTSIB comprehensive score 1.0. CTSIB testing on foam with eyes closed 2.0. CTSIB testing on
foam with eyes open 0.8. The vertical plane VAT revealed high normal gains. The horizontal VAT exam revealed
inconsistency and fatigue-ability.

Procedure: The patient had Otolith Repositioning procedure of the left ear done in the office today per protocol.

Impression / Diagnosis: BPPV (386.11).

Impression / Diagnosis: Vertigo (unspecified) (386.10) .
Impression / Diagnosis: Dizziness (780.4} .

Impression / Diagnosis: Imbalance (781.2).
Impression / Diagnosis: General Fatigue (780.79) .
Impression [/ Diagnosis: Otalgia,

Impression [/ Diagnosis: Allergic Rhinitis (477.8) .

Medication Prescribed: Patient received samples of Lunesta 3mg and Allegra. Patient to continue the medications
previously prescribed by other physicians. Recommend Valtrex 250mg bid until next appointment,

Plan: The patient received 1/2cc Celestone {(mg/ml) and 1 1/2cc Depo-Medrol (60mg/mi). The patient's progress
was discussed in detail. Patient had Daughter accompany him/her during the exam and discussion of their
problem, Recommend patient remain out of work from 12/26/05 - 1/16/06 (note given). Short Term Disability
form were completed and faxed to the patient workplace.

doctor in 6-8 week(s), nt is tpireceive the following diagnostic testing on their return visit: Audiogram,
flex testing, Otoacoustic Emissions, Computerized Platform Posturography, Vestibular-
furo-cognitive Testing. KS/dn/dn.

Follow-up Instructiong/é—‘?zient was instructed to follow up by phone if there are any problems. Follow-up with
e
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Neuro-Sensory Enhancement Center of Austin

Kendal L. Stewart, M.D.
6836 Bee Caves Rd., Suite 300 Austin, TX 78746
Tel: (512) 338-9840 Fax: (512) 338-0863

Patient Name: VELEZ, VIRGINIA,

Chart Number: 6704,

Date of Visit: 1/25/2006.

DOB: 1/31/1958. Age: 47. Weight: 144. Pulse: 76 Respirations: 24, BP: 10/70. Temp: 98.1.

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Estahblished Patient Office Visit.

Chief Complaint: Positional dizziness with associated imbalance, headaches and otalgia.

History of Present Iliness: The patient is currently being treated for imbalances, dizziness, sleep disorder,
tinnitus, fatigue, benign positional vertigo and allergic rhinitis and BPPV.

Dizziness History: The patient has had improvements in duration of dizzy spells, neuropathy, and severity of dizzy
spells, fatigue and anxiety since they were last seert. Patient has had fluctuation in motion sickness, hyperacusis,
nausea, irritability/ mood swings, hearing and headaches since they were last seen. Patient has had no change in
fullness/ pressure, light-headedness, number of 'bad days', frequency of dizzy spells, sleep pattern, imbalance,
dizziness, vertigo, tinnitus, visual difficulties, processing difficulties, concentration, stumbling/ staggering, allergies
and work/ school performance since they were last seen. Patient has had a worsening in memory since they were
last seen. Patient complains of continued positional vertigo/dizziness. Patient states she is unable to take
Acetazolamide due to a tingling sensation in her face.

Past Surgical History: Tubal ligation.

Past Medical History: Vertigo.

Past Social History: Marital Status: Married. Non-smoker. The patient is a non-drinker. Patient was raised in El
Paso, Texas.

Occupational History: Factory worker.

Allergies: No known drug allergies.
Current Medications: Valtrex 250mg bid, Allegra prn and Lunesta 3mg prn.

Review of Systems: Generally healthy. Active. The patient/guardian is a good historian. The patient/guardian
reports a stable weight pattern. The patient/guardian complains of feeling tired all the time. Patient/guardian
describes sleep pattern as improved and interrupted.

ROS Head and Eyes: Anxiety: improved. Fatigue: improved. Sleep pattern: interrupted and irnproved with
Lunesta. Processing difficulties: no change. Dizziness: improving. Imbalance: no change.

ROS Ears Nose and Throat: Allergic symptoms: seasonal with no apparent symptoms. Ear pressure: fluctuating.
Ear fullness: fluctuating. The patient/guardian complains of fluctuating otalgia.

ROS Respiratory: Denies any cough, chest pain or shortness of breath,

ROS Cardiovascular: Denies any chest pain, palpitation or lightheadedness,

ROS Gynecological: The patient/guardian denies any present or past gynecological problems.

ROS Musculoskeletal: The patient/guardian denies any musculosiceletal complaints.

ROS Extremities: Patient complains of intermittent pain in her left outer calf since October 2005.

ROS Skin: Denies rashes, pruritis, lesions, or bruising.

ROS Gastrointestinal: Patient/guardian reports nausea associated with dizziness and intermittent complaints of
constipation/diarrhea for approximately one manth.

ROS Genitourinary: Denies any genito-urinary complaints.

Examination: A very thorough diagnostic evaluation was carried out to test middle TM compliance, acoustic
reflexes, EAC function, extraocular mavements, hearing sensitivity, balance relationship to somatosensory, visual
and vestibular clues and reflex recovery from balance perturbation, The patient was awake and alert. No acute
distress noticed. Exam Facial: Normal facies, no TMJ tenderness, Exam Ears: Pinnae are normal. Exam of the
ears revealed normal external canals, normal tympanic membranes and normal middle ear spaces bilaterally,
Exam Nose: The intranasal exam revealed a reasonably mid-line septum, mild, boggy edema of the turbinates and
no evidence of polyps or purulence. Exam Oropharynm: The oral cavity was without any lesions. The teeth were in
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reasonabie repair. The oropharynx was also normal without any lesions. Exam Neck: Supple with full range of
motion. There was no lymphadenopathy, masses or thyromegaly.

Tests: Testing of acoustic reflexes shows inequality. There is evidence of recovery of the acoustic reflex. The
tympanograms showed a type A pattern in both ears. The otoacoustic emissions revealed decreased SPL levels in
high frequencies, mid frequencies, low frequencies and both ears.

Audio/Vestibular Tests: COQ testing reveals a Minimal abnormal COG alignment, posterior and improving
abnormal pattern. CTSIB comprehensive score 0.7. CTSIB testing on foam with eyes closed 1.2. CTSIB testing on
foam with eyes open 0.8,

Procedure: Left Dix Hallpike: Latent: Paositive. Rotary: Positive. Nystagmus non-Fatigueable. Right Dix Hallpike:
Negative.

Impression / Diagnosis: BPPV (386.11}.

Impression / Diagnosis: Vertigo (unspecified) (386.10).

Impression / Diagnosis: Dizziness (780.4).

Impression / Diagnosis: Imbalance {781.2).

Impression / Diagnosis: General Fatigue (780.79),

Impression / Diagnosis: Otalgia.

Impression / Diagnosis: Allergic Rhinitis (477.8)

Medication Prescribed: Acetazolamide 250mg, 1/4-1/2 tablet prn as directed and continue current
medications.

Plan: The patient's progress was discussed in detajl. Patient had Daughter accompany him/her during the exam
and discussion of their problem and patient to receive a Hall Pike today. Patient instructed not to return to worl for
two more weeks due to intractable vertigo.

Follow-up Instructions: Pa%t was instructed to follow up by phone if there are any problems. Recommend
patient to set %mgeded. KS/cam.

27

Kend}k/ L. Stgt{rart, MD.




Neuro-Sensory Enhancement Center of Austin

Kendal L. Stewart, M.D.
6836 Bee Caves Rd,, Suite 300 Austin, TX 78746
Tel: (512) 338-9840 Fax: (512) 338-0863

Patient Name: VELEZ, VIRGINIA.

Chart Number: 6704.

Date of Visit: 3/14/2006.

DOB: 1/31/1958. Age: 48. Weight: 140. BP: 108/7064 Respirations: 16, Temp: 98.5.

Attending Physician: Kendal L. Stewart, M.D.
Type of Visit: This patient presents for an Established Patient Office Visit.

Chief Complaint: Positional dizziness with associated imbalance, headaches and otalgia.

History of Present Illness: The patient is currently being treated for imbalance, dizziness, sleep disorder, tinnitus,
fatigue, benign positional vertigo and allergic rhinitis and BPPV.

Dizziness History: The patient has had improvements in processing difficullies, irritability/ mood swings, naumber
of 'bad days', work/ school performance, duration of dizzy spells, sleep pattern, memory, concentration,
emotionality, fatigue and anxiety since they were last seen. Patient has had fluctuation in severity of dizzy spells,
visual difficulties, vertigo, stumbling/ staggering, frequency of dizzy spells, hyperacusis, tinnitus, imbalance,
hearing, headaches, dizziness, depression and allergies since they were last seen. Patient has had no change in
fullness/ pressure and light-headedness since they were last seen. Patient continues to complain of intermittent
mild positional dizziness without vertigo.

Past Surgical History: Tubal ligation.

Past Medical History: Vertigo.

Past Social History: Marital Status: Married. Non-smoker. ’I‘he patient is a non-drinker. Patient was raised in El
Paso, Texas.

Cceoupational History: Factory worker.

Allergies: No known drug allergies.
Current Medications: Valtrex 250mg bid, Acetazolamide prn, Allegra prn and Lunesta 3mg prn.

Review of Systems: Generally healthy. Active. The patient/guardian is a good historian. The patient/guardian
reports a stable weight pattern. Patient/guardian describes sleep pattern as improved.

ROS Head and Eyes: Anxiety: improved. Fatigue: improved. Sleep pattern: improved with Lunesta. Processing
difficulties: improved Dizziness: fluctuating., Imbalance: fluctuating,.

ROS Ears Nose and Threat: Allergic symptoms: seasonal with no apparent symptoms. Ear pressure: fluctuating.
Ear fullness: fluctuating. The patient/guardian complains of fluctuating left otalgia.

ROS Respiratory: Denies any cough, chest pain or shortness of breath.

ROS Cardiovascular: Denies any chest pain, palpitation or lightheadedness.

ROS Gynecological: The patient/guardian denies any present or past gynecological problems,

ROS Musculoskeletal: The patient/guardian denies any musculoskeletal compilaints.

ROS Extremities: The patient/ gua.rdian denies any extremities complaints.

RGOS Skin: Denies rashes, pruriiis, lesions, or bruising.

ROS Gastrointestinal; Patient/guardian denies any nausea, vomiting, abdominal pain, dysphagia or any altered
bowel movements.

ROS Genitourinary: Denies any genito-urinary complaints.

Examination: A very thorough diagnostic evaluation was carried out to test middle TM compliance, acoustic
reflexes, EAC function, extraccular movements, hearing sensitivity, balance relationship to somatosensory, visual
and vestibular clues and reflex recovery from balance perturbation. The patient was awake and alert. No acute
distress noticed. Exam Facial: Normal facies, no TMJ tenderness. Eye exam: Normal vision; EOM intact; no
nystagmus. Exam Ears: Pinnae are normal. Exam of the ears revealed normal external canals, normal tympanic
membranes and normal middle ear spaces bilaterally. Exam Nose: The intranasal exam revealed a reasonably mid-
line septum, mild, boggy edema of the turbinates and no evidence of polyps or purulence. Exam Oropharynx: The
oral cavity was without any lesions. The teeth were in reasonable repair. The oropharynx was also normal without

Vertigo e Dizziness ¢ Imbalance e Hearing & Processing Disorders e Nerve Sensitivity Syndromes



Patient Name: VELEZ, VIRGINIA .
Page 2

Chart #: 6704

DOB: 1/31/1958

Date of Visit: 3/14/2006

any lesions. Exam Necle; Supple with full range of motion. There was no lymphadenopathy, masses or
thyromegaly.

Tests: Testing of acoustic reflexes shows inequality. The tympanograms showed a type A pattern in both ears.
The otoacoustic emissions revealed decreased SPL levels in mid frequencies, low frequencies and hoth ears.
Audio/Vestibular Tests: The COG was normal and centered. CTSIB comprehensive score 0.5. CTSIB testing on
foam with eyes closed 0.9. CTSIB testing on foam with eyes open 0.6. The vertical plane VAT revealed
inconsistency, fatigue-ability and high normal gains, The horizontal VAT exam revealed low normal gains.

Impression / Diagnosis: BPPV {386.11) resolved.

Impression [/ Diagnosis: Vertigo (unspecified) (386.10) resolved.
Impression [ Diagnosis: Dizziness (780.4) improved.
Impression / Diagnosis: Imbalance (781.2) improved.
Impression / Diagnosis: General Fatigue {780.79) improved.
Impression / Diagnosis: Otalgia, improved.

Impression / Diagnosis: Allergic Rhinitis (477.8).

Medication Prescribed: Fexofenadine HCL 180mg, #30, one daily for allergies, plus four refills and Valtrex 250mg
at HS.

Plan: The patient's progress was discussed in detail. Patient had no family or friends accompany him/her during

the exam and discussion of theiy problem. Labs: to be done in six to eight weeks, Comprehensive Metabolic Panel,
Free T4, TSH and Free T3 ‘ .

Follow-up Iz

as instructed to follow up by phone if there are any problems. Recommend
patient tg4

Will call with diagnostic results, K$/cam.

Ker}d’alL Stew t MD/



VELEZ, VIRGINIA 6704

oare_ -4 O oric.1est 070 j‘:

DIL. ANT.

L g)m%mw_ \Jo0o:pon 1[31]5%

3EN 8

7 65 4 3 2 1w no RETEST

3ERMUDA e R A% 257 1

- TIMOTHY &4 74 A 2
. JorNsoN | /45T 74 D’LL{ 3
| RAGWEED :7 L2 : |/ _ 4
| 5. LAMB'S QUARTER ¥ < /L/ 5
6. RUSSIAN THISTLE 7 0L B4 6
7. MARSHELDER ' 2+ 9100 7
8. FIREBRUSH (KOCHIA) g’ b 74 ]% 8
9. PIGWEED {CARELESSWEED) < /b |3 9
10. DOCK (SOUR) T O G 10
11. MAPLE (BOX LEDER) Lo [ A 11
12, WOUNTAIN CEDAR S LDl 12

13

I

R

14, ELM

15. COTTONWOQD

16.ASH Q/;//(Q— .

/ P 18

17. MESQUITE i (ot <41 O 17
18. PECAN ¥y Gl 18
19. PRIVET 7 9 / ot 7k }9.’%\ 19
20. PENICILLIUM Y| 20
21. HORMODENDRUM (p 91 21
22. ASPERGILLUS (D ¢ 1 22
23, ALTERNARIA {ﬂo 1 23
ELMINTHOSPORIUM (o AL | o
25, 50HNSON GRASS SMUT —l 25
26. D. PTERONYSSINUS — 26
27.D. FARINAE — . 27
28. CAT Ly~ 71 28
29. DOG lo T < L 29
30. HORSE [ -1 & |- 30

31. COCKROACH P 3

32, MUCCR 3z

33. PULLULARIA 33

34, GLYCERINE CONTROL

LY
=
EREE D e N SN RN ERSSEsye

N Oro |
1y

AR S|SNP4

35. HISTAMINE CONTROL
36. BALINE

O
5




Dominion Family Healthcare

G301 W. Parmer, Suite 102
Austin, TX 787286802
Phone: {512) §34-800a

Fax: {(512) 8349938

Virginia Velez 10: 1140 DOB: 01/31/1958 (52 years)

Date of Encounter: 01/05/2003 82:49 P

Dismeierion Famify Healtheare

History of Present lllness Cominion: Hurse 01/05/2009 0252 P

Patient's words: Cold sxs, nasal drainage, cough x saveral waeks off & on,
The patient is a 53 year old female who presents with a complaint of common cold, The onset of the comman coid has bean acute and has been ocousriag in 8
persistent patiern {or 3 weeks. The course has been constant. The comman cold is described as maderate

Addilional complaint:

Cough is described as the following :
The cnset of the cough has bsen acute and has been oceurring in a persistent pattern for 4 wasks. The course has been constant. The caugh is characterized as

productive of muccic sputum. The amaunt of sputwr produced is scanty. Tha sympioms have been assacisted with facial puffiness, fever, headache, hioarseness, niight
sweats, funiy nose and sore throat.

History Dormiion Hurse 9175/2009 02:40 PR

Aleray
Mo Known Drug Allergies
Bast Medical
Mo chranic madical conditions
Tubal Ligation
Social
Mo Dnuq Use
idan Drinkerfldo Alechol Use
Mon Smcker/Mo Tobacco Use
Caffeine use - ooeasional
Medications
Nexium (40MG Capsule DR 1 {one) Cral daily, Taken starting 05/28/2008] Grdered - Hx Entry.
CodiCLEAR DH (3.5-300MG/5ML Syrup 1 {one) Oral every four hours, as needed for couah, Taken stariing 02/12/2008) Ordered - Hx Ealry.
Entex PSE {120-400MG Cansule ER 12HR 1 {one) Oral two timas daily, as neaded lar congestion, Taken starting 02/12/2008" Orderad - Hx Entry.
Farnily
Heart Disease - Mather, Falher
Cerebrovascular Accident - Mother
Diabetes Mellitus - Mother, Father, Patemnal Grandmaother, Paterral Grandfather

Review of Systems Hitaerly L Wadiskd, MD 110512009 03.04 PM
General: Present- Chills and Fever (Jow grade off and on).

HEENT: Preseni- Sinus Pain and Sore Throat.
Respiratory: Fresent- Cough and Sputum Production {yellow).

Vital Signs

Date: 01/05/2009 02:52 PM Helght: Mote: -
Temperature: 98 °F Waight: 14116

Pulse: - Waist:

Respirations: - BRsl: -

Pezk Flow: BSA: -

Blood Pressure: 122172

Reading Type: IManuai

ID: 1140 DOB: 01/31/1958

{52 years)
Page




Physical EXam  cimbesty Ui, M0, 0110512009 0208 P

General

Mental Status - Alerl. General Appearance - Well groomed. Not in acute distress, Oriantation - Orientsd X4. Bufld & Nutrition - Well nourished and Well
developad. Posture - Normal posture. Hydration - Welt hiydrated, Voice - Normal,

lntegumentary

General Characteristics: Overall examination of the palient's skin reveals - no rashas and no suspicious lesions,

Head and Neck

[Pjead - nermacephalic, atraumatic with no lesions or palpable masses.

Face

Global Assessment - alraumatic,

Neck

Global Assessmendt - supple. non-tender, no palpable mass or the right and no palpable mass on the left.
Trachea - midling,

Thyroid

Gland Charactaristics - normal size and consistency,

Eye

Eyeball - Bilateral - Extravccular movements inlact. Sclera/Conjunctiva - Bilateral - No Discharge or Conjunciival injecion. Pupit - Bilateral - Diract
feaction to light normal, Equal, Regular and Round,

ENMT

Ears

External Auditory Canal - Bilateral - na drainage observed and na tendemass notsd.

Otoscopic Exam: Tympanie Membrane - Bilateral - no effusicn. no inflammation observed.

Nose and Sinuses

Masal Mucosa - Bilataral - boggy and congestad,

flouth and Tkroat

Oral CavitylQropharynx: Oropharynx - mild pharyngeal erythama nated. no edema of posterior pharyngesl walls observed.
Tonsils: Discharge - Bifateral - no discharge noted.

Chest and Lung Exam

Auscultation;

Breath sounds: - Hormal,

Cardigvassular

Auscultation: Rhythm - Regular,

Murmurs & Other Heart Sounds: Auscultation of the heart reveals - Mo Murmurs.

Lymphatic

Genaral Lymphatics

Dascription - Mormal .

Assessments & Plans Kimicerty L Watliekt, MO, D3/05/2009 03,08 P

ACUTE BRONCHITIS {466.0)

Medications

Guaifenasin-Codeine 100-10MG/3ML, 1-2 Teaspaoan(s) every faur hours, as needed for cough, 6 ounces. 01/05/2008, Mo Refill. Active,
Zithromax Z-Pak 250MG. 1 (one) Tablet as directed, 1 z-pak, 5 days starting 01/05/2008, Ma Refill. Crdered,

Additional Instructions

FOLLOW UP IF NG IMPROVERENT OR IF SYMPTOMS WORSEN

Tha encounfer was completed by Kimberly L Warfiaid MD,

Virginia Yelez _ L D 1140 DOB: 01/31/1058 (52 years

Tuesday, March 2, 2010 Page 2/2



Physical Exam  sumbery L washele, MD, 0111212008 0510 Py

General

[ental Status - Afert, General Appearance - Cooperativa and Wall groamed. Notin acute distress. Orientation - Orisnted X4. Build & Nutrition - Well
nourished and Well developed. Pastara - Normal posture. Hydration - Well hydrated. Voice - Normal.

Integumentary

General Characteristics: Overall examization of the patienl's skin reveals - no rashes. Temperature - normal warmth is noted.

Head and Heck

Face

Giobal Assessment - alraumatic.

Heck

Glebal Assessment - supple, nor-lender, no palpalle mass on he right and no palpable mass on the lefl.

Trachea - midline.

Eye

ScleralCanjunctiva - Bilateral - No Discharga. Pupit - Bilateral - Mormal, Direct reaction Lo #ight normial, Equal, Reguiar and Round.

ENMT

Ears

Pirna - Bilateral - no edema and no localized {enderness abserved. External Auditary Canal - Bilateral - no drainage cbserved and no tendemess noted.
Otoscopic Exam: Tympanic Membrane - Right - no inflammation observed.

Mose and Sinuses

Extemal Inspeclion of the Nose - symmetric, no deformities observed and no swelling present. Masat Mucosa - Bifateral - boggy, congssted and pallor
present.

PFiouth and Throat

Oral Cavity/Oropharynx: Haed Palate - nc asymmatry observed and ne erythena noted. Soft Palate - no asymmetry noted and no erythema nated.
Tongue - no pallor noted and nol ulceratsd. Orat Mucesa - no cyanosis observed and no discoloration noled, Oropharynz - there is no swelling of the
pharyngeal mucasa.

Tonsils: Characteristics - Bilateral - not congested, no erythema noted and no hyperirophy.
Hypopharyax - narmal.

Chest and Lung Exam

Chest and lung exam revaals - quiet, even and easy respiratory effor with rio use of accessary muscles, Mo adventitious breath sounds and on auscultation,
nonmal brazth saunds, no adventitious scunds and normal vocal resonance,

Cardiovascular

Cardiovascutar examination revesls - normal heart sounds, sagular rate and riyibm with no murmars.
Lymphatic

Head & Neck

General Hoad & Neck Lymphatics:

Bilateral: Description - Normal. Tenderness - Mon Tender,

Assessments & Plans Idrisesty L Warfieks, MD, 0171272009 0512 P

ALLERGIC RHINITIS DUE TO POLLEN {477 0)

Medications

Allzgra-D 12 Hour 60-120MG. 1 (one) Tablet ER 12HR twa times daily, as nesded for conaestion, #50, 01/12/2009, No Refill. Active,
Procedures

THRER/PROPH/DIAG INJ, SCAM (867721 (1 Units)

INJECTION, METHYLPREDNISOLONE ACETATE, 80 MG (Speciat Coveraae Instructions Apply. See MOR: 2048 (J1040) {1 Units)
Additionat Instructions

FOLLGW UR IF HO IMPROVEMENT OR IF SYMPTOMS WORSEN

Addenda: (0171272009 05:14:44 PM; Kimberly L Warfield, MD) missed much of work last weak dus to belng sick. She can go back to work on Wednesday

The encounter was compietad by Kimberly [ Warlield MD,

ID;_ 1146 DOB: 01/31/1958 (52 years)




Dominion Family Healthcare

G301 W, Parmer, Suita 102
Austin, TX 78729-6802
Phone: (512) B34-8599

Fax; (512) 834-9998

)
Virginia Velez t: 1140 ROB: G1/311958 (52 years)
Date of Encounter; 01/12/2009 04:52 PM

Dominion i Family Healtheare

History of Present liiness Grberty L Warfild, 8D 01/12/2000 85:05 P

The patient is a 50 year ald female who presents wilh a complaint of & runny nose. The cnset of the runry nose has been acute and has basn oscereing in a persislent

pattern for 2 days. The course ias bean constant, The runny nose is described as severe, Runny nose nates: lote of runny noss and snieezing over the weekend. Litlle
tullness in threat,

History Pominion Nures 011121200% 04,52 i
Allergy
Ho Krnigwn Crua Alleraies
Past Medical

Na chronlc medical condifions
Tubal Ligatian
Social
Mo Drug Use
Mon Drinker/Mo Alcohol Use
Mon SmakerNo Tobacco Use
Cafleina yse - coasional
Medications
Guaifenesin-Codeine {100-10MG/SML Liquid 1-2 Oral every four aurs, as needad for cough, Taken starting 01/05/2003) Active,
Hexium (40MG Capsule BR 1 {one) Orel daily, Taken starting 05/28/2008) Active.
CodiCLEAR DH (3.5-300MG/SML Syrup 1 {one) Oral every four hours, as nseded far cough, Taken starting 02/12/2008) Active,
Entax PSE (120-400MG Capsule ER 12HR 1 (one) Oral two fimes daily, a5 needad for congestion, Taken stariing 021 2/2008) Active.
Family
Hearl Disease - Mother, Falher
Gerebrovascular Accidant - Mother
Diabetes Mellitus - Mother, Father, Paternal Grandmather, Patemat Grandfather

Review of Systems Kinbary L Werfiekd, MD G1/12:2000 05:05 P

General: Prasent- Chills (#itls). Nof Preseni- Faver.
HEENT: Praseni- Eye Pain (burning), Masat Congestion, Rhinifis, Sore Throat and Vioice Changas.
Respiratary: Present- Cough,

Vital Signs

Date: 01/12/2008 04:52 PM Height: Hote: -

Temperatura: 98.3°F Weight: 138 b

Pulse: - Waist:

Respirations: - BRi:

Peak Flow: BSA;

Blood Pressure: 118/62

Reading Type: Manual

THGNE VRIBZ | oo s ID; 1140 . DOB: 01/31/1958 (52 years)

Tuesday. hMarch 2, 2010 Page 112



Patient: VIRGINIA VELEZ
36196 - 1/31/1958

9415 QUAIL MEADPOW DR
Austin, TX 78758

36196

Visit Date/Time: 4/28/2009 8:53:37 AM

Chief Complaint: ltchy nose-watery eyes and fever-allergies?
Allergies: NKDA

Past Medical History:

Childhood llinesse: :

Past Surgical History: tah and ovarian surgery 2003

Social History: chulfation: delt
no abagcco

and no etoh
married

Family History:
Problem List:

Current Medications:

(512) 474-7824

Belda Zamora MD

2100 E. 6th Street
Austin, Texas 78702

Synopsis/HPI: Patient is here for sneezing, allergies and sore threat. She has been with symptoms ane day. She notes sinus pain

as well.

Skin: burns to left leg and has occ low back pain, she has varices as well

Review Of Systems: Non-Contributary except for that in the HPI
Fhysical Exam:

B 92 / 60 P: R: T: 99 WT: 143

GEN: Well-nourished individual in no acute distress.

SKIN: vasices to legs

HEENT: No lesicns to eyes, ears , nose or throat, sinus pain upen palpation
NECK: No adenopathy.

CV: RRR, no murmurs. .

LUNGS: Clear to auscultation, no rhonchi, no wheezing.

ABDOMEN: Soft, noniender, nondistended.

NEURO: CN II- XI| intact,

MUSCULOSKELETAL: No abnormalities.

Diagnoses:

454.9 Varicose Vein of Leg

4739 Sinusitis

477.9 Allergic Rhinitis

7295 l.eg Pain

Procedures:

JO696 Rocephin 500 mg

depomedrol 40mg IM

Plan:

Sinusitis - 473.9

- Amoxil 500 mg Sig: 1 Capsule gBh (Every 8 Hours) for 7 days.. NO REFILLS.
Altergic Rhinitis - 477.8

— Allegra 60 mg Sig: 1 Tablets BID (Twice Per Day) Disp. # 60. NO REFILLS.

— Flonase 50 mcq/spray Sig: 1 Nasal spray each nostril once a day Disp. # 1. NO REFILLS.

Patient Discussion:  9ueformmg, colon screen and pap

Monday, March 01, 2010 Created vw/ClinicalMentor

Ht:

Puge 1 of 2



Patient:  VIRGINIA VELEZ
36196 - 1/31/1958

9415 QUAIL MEADOW DR Belda Zamora MD
Austin, TX 78758 2100 E. 6th Street

Austin, Texas 78702

36196 {512) 474-7824

may use aspercreme to lkegs for burning fesling

Belda Zamora MD

Monday, March 01, 2010 Created w/Clinicaldfentor Page 2 of 2
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PUBLIC HEARING INFORMATION

Although applicants and/or their agent(s) are expected to attend a public
hearing, you are not required to attend. However, if you do attend, you
have the opportunity to speak FOR or AGAINST the proposed
development or change. You may also contact a neighborhood or
environmental organization that has expressed an interest in an
application affecting your neighborhood.

During a public hearing, the board or commission may postpone or
continue an application’s hearing to a later date, or recommend approval
_or denial of the application. If the board or commission announces a
pecific date and time for a postponement or continuation that is not later
than 60 days from the announcement, no further notice is required.

A board or commission’s decision may be appealed by a person with
standing to appeal, or an interested party that is identified as a person who
can appeal the decision. The body holding a public hearing on an appeal
will determine whether a person has standing to appeal the decision.

An interested party is defined as a person who is the applicant or record
owner of the subject property, or who communicates an interest to a
board or commission by:

« delivering a written statement to the board or commission before or
during the public hearing that generally identifies the issues of
concern (it may be delivered to the contact person listed on a
notice}); or

. appearing and speaking for the record at the public hearing;

‘nd:

" . pccupies a primary residence that is within 500 feet of the subject
property or proposed development;

« is the record owner of property within 500 feet of the subject property
or proposed development; or

. is an officer of an environmental or neighborhood organization that
has an interest in or whose declared boundaries are within 500 feet of
the subject property or proposed development.

A notice of appeal must be filed with the director of the responsible
department no later than 10 days after the decision. An appeal form may
be available from the responsible department.

For additional information on the City of Austin’s land development
process, visit our web site: www.ci.austin.tx.us/development.

e

Written comments must be submitted to the board or commission (or the
contact person listed on the notice) before or at a public hearing. Your
comments should include the name of the board or commission, or Council; the
scheduled date of the public hearing; the Case Number; and the contact person
listed on the notice.

Case Number: C15-2010-0055 — 9415 Quail Meadow Dr

Contact: Susan Walker, 512-974-2202

Public Hearing: Board of Adjustment, June 14,2010
Chay [y
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PUBLIC HEARING INFORMATION

Although applicants and/or their agent(s) are expected to attend a public
hearing, you are not required to attend. However, if you do attend, you
have the opportunity to speak FOR or AGAINST the proposed
development or change. You may also contact a neighborhood or
environmental organization that has expressed an interest in an
application affecting your neighborhood.

During a public hearing, the board or commission may postpone or
continue an appiication’s hearing to a later date, or recommend approval
or denial of the application. If the board or commission announces a
specific date and time for a postponement or continuation that is not later
than 60 days from the announcement, no further notice is required.

A board or commission’s decision may be appealed by a person with
standing to appeal, or an interested party that is identified as a person who
can appeal the decision. The body holding a public hearing on an appeal
will determine whether a person has standing to appeal the decision.

An interested party is defined as a person who is the applicant or record
owner of the subject property, or who communicates an interest to a
board or commission by:

- delivering a written statement to the board or commission before or
during the public hearing that generally identifies the issues of
concern (it may be delivered to the contact person listed on a
notice); or

» appearing and speaking for the record at the public hearing;

nd: .

« occupies a primary residence that is within 500 feet of the subject
property or proposed development;

» is the record owner of property within 500 feet of the subject property
or proposed development; or

« is an officer of an environmental or neighborhood organization that
has an interest in or whose declared boundaries are within 500 feet of
the subject property or proposed development.

A notice of appeal must be filed with the director of the responsible
department no Jater than 10 days after the decision. An appeal form may
be available from the responsible department.

For additional information on the City of Austin’s land development
process, visit our web site: www.ci.austin.tx.us/development.

Written comments must be submitted to the board or commission (or the
cantact person listed on the notice) before or at a public hearing. Your
comments should include the name of the board or commission, or Council; the m
scheduled date of the public hearing; the Case Number; and the contact person
listed on the notice,

Case Number: C15-2010-0055 — 9415 Quail Meadow Dr _
Contact: Susan Walker, 512-974-2202
Public Hearing: Board of Adjustment, June 14, 2010

Cacolyn Sl

(1 am in favor
object
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Your Name _Qu_ﬂ.mam prini)

G502 (relpels Qug | O

Youp address(es) affected by this application

o )/

Lo F

Signature Date

Daytime Telephone:

O A ONE ?%E%&wﬂ

Comments:

2

1| If you use this form to comment, it may be returned io:
il City of Austin-Planning & Development Review Department/ 2™ Floor

C/0O Susan Walker
P. O. Box 1088
Austin, TX 78767-8810



